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NOTICE 


The  Health  Care  Financing     Administration  (HCFA)  was  established  to  combine 
health  financing  and  quality  assurance  programs  into  a  single  agency. 
HCFA  is  responsible  for  the  Medicare  program.  Federal  participation' in  the 
Medicaid  program,  the  Professional  Standards  Review  program,  and  a  variety 
of  other  health  care  quality  assurance  programs. 

The  mission  of  HCFA  is  to  promote  the  timely  delivery  of  appropriate, 
quality  health  care  to  its  beneficiaries  -  approximately  47  million  of 
the  nation's  aged,  disabled,  and  poor.     The  Agency  must  also  ensure  that 
program  beneficiaries  are  aware  of  the  services  for  which  they  are  eligible, 
that  those  services  are  accesible  and  of  high  quality,  and  that  Agency 
policies  and  actions  promote  efficiency  and  quality  within  the  total  health 
care  delivery  system. 

The  Health  Standards  and  Quality  Bureau  (HSQB)   is  responsible  for  the 
development  of  standards  and  criteria  used  in  evaluating  the  services  and 
facilities  provided  under  Federally  insured  health  programs.     HSQB  operates 
the  Professional  Services  Review  Organization  (PSRO)  Program,   in  which 
groups  of  local  physicians  provide  peer  review  over  medical  services 
provided  through  Medicare,  Medicaid,  and  the  Maternal  &  Child  Health  programs. 
HSQB  also  performs  inspections  and  certifies  facilities  eligible  as  pro- 
viders of  Federally  insured  health  services. 

The  purpose  of  this  publication.  Sample  Criteria  for  Procedure  Review: 
Screening  Criteria  to  assist  PSROs,   is  to  provide  local  physician  groups 
with  reference  materials  which  can  be  utilized  in  developing  and  refining 
criteria  for  local  PSRO  review  systems.     These  sample  criteria  sets  were 
developed  to  reflect  accepted  medical  practice  in  the'majority  of  settings, 
without  attempting  to  address  local  factors  which  may  affect  local  patterns 
of  medical  practice.     It  is  anticipated  that  each  PSRO  will  modify  these 
samples  as  appropriate. 
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HISTORY 


PSRO  legislation,  passed  in  October  of  1972  as  the  Bennett  Amendment  to 
the  Social  Security  Act  under  Public  Law  92603,  provided  in  the  statute 
that  PSROs  use  "professionally  developed  norms  of  care,"  as  follows: 

"Sec.  1156  (a)    Each  Professional  Standards  Review  Organization  shall 
apply  professionally  developed  norms  of  care,  diagnosis,  and  treatment 
based  upon  typical  patterns  of  practice  in  its  regions  (including  typical 
lengths-of-stay  for  institutional  care  by  age  and  diagnosis)  as 
principal  points  of  evaluation  and  review.    The  National  Professional 
Standards  Review  Council  and  the  Secretary  shall  provide  such  technical 
assistance  to  the  organization,  as  will       be  helpful  in  utilizing  and 
applying  such  norms  of  care,  diagnosis  and  treatment.    Where  the  actual 
norms  of  care,  diagnosis,  and  treatment  in  a  Professional  Standards 
Review  Organization  area  are  significantly  different  from  professionally 
developed  regional  norms  of  care,  diagnosis,  and  treatment  approved  for 
comparable  conditions,  the  Professional  Standards  Review  Organization 
concerned  shall  be  so  informed  and  in  the  event  that  appropriate  con- 
sultation and  discussion  indicate  reasonable  basis  for  usage  of  other 
norms  in  the  area  concerned,  the  Professional  Standards  Review  Organiza- 
tion may  apply  such  norms  in  such  area  as  are  approved  by  the  National 
Professional  Standards  Review  Council. 

"(b)    Such  norms  with  respect  to  treatment  for  particular  illness 
or  health  conditions  shall  include  (in  accordance  with  regulations 
of  the  Secretary) - 

"(1)    the  types  and  extent  of  the  health  care  services  which 
taking  into  account  differing,  but  acceptable,  modes  of  treat- 
ment and  methods  of  organizing  and  delivering  care  are  considered 
within  range  of  appropriate  diagnosis  and  treatment  of  such 
illness  or  health  condition,  consistent  with  professionally 
recognized  and  accepted  patterns  of  care: 

"(2)    the  type  of  health  care  facility  which  is  considered, 
consistent  with  such  standards,  to  be  the  type  in  which  health 
care  services  which  are  medically  appropriate  for  such  illness 
or  condition  can  most  economically  be  provided. 

"(c)  (1)    The  National  Professional  Standards  Review  Council 
shall  provide  for  the  preparation  and  distribution,  to  each 
Professional  Standards  Review  Organization  and  to  each  other 
agency  or  person  performing  review  functions  with  respect  to 
the  provision  of  health  care  services  under  this  Act,  of  appro- 
priate materials  indicating  the  regional  norms  to  be  utilized 
pursuant  to  this  part.    Such  data  concerning  norms  shall  be 
reviewed  and  revised  from  time  to  time.    The  approval  of  the 
National  Professional  Standards  Review  Council  of  norms  of  care, 
diagnosis,  and  treatment  shall  be  based  on  its  analysis  of 
appropriate  and  adequate  data. 

"(2)     Each  review  organization,  agency,  or  person  referred  to 
in  paragraph  (1)  shall  utilize  the  norms  developed  under  this 
section  as  a  principal  point  of  evaluation  and  review  for 


determining,  with  respect  to  any  health  care  services  which 
have  been  or  are  proposed  to  be  provided,  whether  such  care 
and  services  are  consistent  with  the  criteria  specified  in 
section  1155  (a)  (1). 

"(d)  (1)    Each  Professional  Standards  Review  Organization  shall  - 

"(A)    in  accordance  with  the  regulations  of  the  Secretary, 
specify  the  appropriate  points  in  time  after  the  admission 
of  a  patient  for  inpatient  care  in  a  health  care 
institution,  at  which  the  physician  attending  such 
patient  shall  execute  a  certification  stating  that 
further  inpatient  care  in  such  institution  will  be 
medically  necessary  effectively  to  meet  the  health 
care  needs  of  such  patient;  and 

"(B)    require  that  there  be  included  in  any  such 
certification  with  respect  to  any  patient  such 
information  as  may  be  necessary  to  enable  such 
organization  properly  to  evaluate  the  medical 
necessity  of  the  further  institutional  health 
care  recommended  by  the  physician  executing  such 
certification. 

"(2)     The  points  in  time  at  which  any  such  certification  will  be 
required  (usually    not  later  than  the  50th  percentile  of  lengths- 
of-stay  for  patients  in  a  similar  age  group  with  similar  diagnoses) 
shall  be  consistent  with  and  based  on  professionally  developed 
norms  of  care  and  treatment  and  data  developed  with  respect  to 
length  of  stay  in  health  care  institutions  of  patients  having 
various  illnesses,  injuries,  or  health  conditions,  and  re- 
quiring various  types  of  health  care  services  or  procedures." 

Most  of  the  medical  specialty  organizations  had  developed  criteria  for 
acute  care  hospital  review  in  the  early  1970's.    These  criteria  attempted 
to  define  appropriate  services  which  might  be  rendered  to  patients  during 
hospitalization  for  specific  diagnoses.    They  were  found  to  have  some 
usefullness  in  retrospective  utilization  review,  but  were  of  considerably 
less  utility  in  concurrent  review.    Their  principal  defect  was  that  they 
tended  to  be  "laundry  lists"  of  "services  consistent  with"  a  diagnosis. 
The  principal  motivation  in  developing  these  extended  lists  appeared  to 
be  the  desire  to  assure  that  services  provided  would  be  covered  for  payment 
in  the  retrospective  claims  process.    This  concept  was  totally  at  variance 
with  the  development  of  screening  criteria,  intended  to  be  used  by  non- 
physician  review  coordinators  to  identify  for  physician  peer  review  those 
few  cases  requiring  individual  professional  review  and  opinion. 

Between  1974  and  1976,  the  AMA  had  a  contract  with  HEW  to  develop  "Sample 
Criteria  for  Short-Stay  Hospital  Review",  which  were  to  include  those 
diagnoses  which  accounted  for  75%  of  short-stay  hospital  admissions  for 
each  specialty.    These  diagnoses  were  identified  by  the  discharge  abstract 
statistics  compiled  by  the  Commission  on  Professional  Hospital  Activities. 
PSROs  in  general  found  these  criteria  very  useful  and  they  were  accepted 
with  minimal  modification  by  most  review  organizations,  although  it  had 
been  stressed  to  all  PSROs  that  they  are  encouraged  and,  indeed,  expected 


to  modify  criteria  to  reflect  local  patterns  of  practice  and  availability 
of  facilities  and  technology. 


The  National  Professional  Standards  Review  Council  at  their  meeting  on 
January  10,  1978,  in  a  discussion  of  criteria  sets  and  the  responsibility 
of  the  National  Council  to  approve  local  PSRO's  criteria,  determined  that 
there  had  been  improvements  in  the  technology  of  developing  criteria 
and  that  it  was  an  appropriate  time  for  a  new  exemplary  set  of  criteria 
to  be  disseminated  to  PSROs.    The  Council  recommended  that  this  revision 
be  performed  by  those  representing  the  working  PSROs  and  suggested  that 
the  AAPSRO  would  be  best  qualified  to  undertake  this  task.    The  revisions 
were  expected  to  reflect  advances  in  peer  review  technology  and  in 
the  development  of  criteria.    Members  of  the  Professional  Standards 

-  ■    ■  of  1978  were  Merlin  K.  DuVal ,  M.D.,  Chairman; 

Covell,  M.D.;  Robert  L.  Hare,  M.D.; 
Kelly,  M.D.;  William  Fred  Lucas,  M.D.; 
Saloom,  D.O.;  Edyth  H.  Schoenrich,  M.D. 


Review  Council  in  January 
Wyndham  B.  Blanton,  M.D.;  Ruth  M. 
Cornelius  Hopper,  M.D.-,  Robert  T. 
Kenneth  A.  Piatt,  M.D.;  Raymond  J 
and  Alonzo  S.  Yerby,  M.D. 


This  project  was  not  conceived  to  be  a  total  rewriting  of  criteria  sets 
de  novo,  but  rather  a  collecting,  editing,  collating,  and  blending  of 
those  features  deemed  to  represent  improvements,  most  of  which  were 
developed  by  individual  PSROs.    From  this  effort,  the  project  was  charged 
with  formulation  of  an  exemplary  set  of  criteria  for  short-stay  hospital 
review,  which  would  be  distributed  by  the  National  Professional  Standards 
Review  Council  and  the  Health  Standards  Quality  Bureau  to  all  PSROs 
with  the  expectation  that  they  will  be  of  particular  usefulness  to 
newly-conditional  PSROs  and  those  conditional  PSROs  not  currently  using 
explicit  criteria. 
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Acknowledgement  is  due  the  approximately  100  PSROs  who  contributed 
criteria  sets  which  were  reviewed  by  the  staff  of  the  Health 
Standards  and  Quality  Bureau  and  submitted  to  the  management  committee 
for  consideration  of  inclusion  as  representing  an  improved  approach 
in  criteria  development .    With  the  A.M. A.  set  "Sample  Criteria  for 
Short-Stay  Hospital  Review"  as  the  prototype,  23  sets  from  PSROs 
around  the  country  were  reviewed  for  innovations  and  improvement 
in  their  approach  to  criteria  development.    These  were  then 
reviewed  by  the  chairman  of  the  Management  Committee.    In  the 
present  effort  to  develop  an  exemplary  criteria  set,  which  might 
then  serve  as  a  reference  standard,  significant  contributions  were 
extracted  from  the  following: 

Area  9  PSRO  of  New  York  State 
Genessee  Region  PSRO,  Inc. 
Kentucky  Peer  Review  Organization,  Inc. 
Multnopi^ih  Foundation  for  Medical  Care 
Southcentral  Pennsylvania  PSRO 

We  wish  to  express  appreciation  for  the  contributions  of  the  following 
medical  specialty  and  professional  groups. 

American  Academy  of  Allergy, 
American  College  of  Allergists, 

American  Association  for  Clinical  Immunology  and  Allergy, 
American  Academy  of  Child  Psychiatry, 
American  Academy  of  Dermatology, 
American  Academy  of  Neurology, 

American  Academy  of  Opthalmology  and  Otolaryngology, 
with  representation  from 
American  Association  of  Opthalmology 
American  Academy  of  Facial  Plastic  and  Reconstructi 
Surgery, 

American  Broncho-Esophagological  Association, 
American  Council  of  Otolaryngology, 
American  Laryngological  Association, 
American  Otological  Society, 
American  Society  of  Head  and  Neck  Surgery 
The  Society  of  University  Otolaryngologists,  and 
Triological  Society, 
American  Academy  of  Pediatrics 
American  Academy  of  Orthopaedic  Surgeons, 
American  Academy  of  Physical  Medicine  and  Rehabilitation, 
American  Association  of  Neurological  Surgeons, 
American  Association  for  Thoracic  Surgery, 
American  College  of  Cardiology, 
American  College  of  Chest  Physicians, 
American  Thoracic  Society, 
American  College  of  Gastroenterology, 
American  Gastroenterological  Association, 
American  Society  for  Gastrointestinal  Endoscopy, 
The  Society  of  Thoracic  Surgeons, 


American  College  of  Obstetricians  and  Gynecologists, 

American  College  of  Physicians, 

American  Society  of  Internal  Medicine, 

American  College  of  Radiology, 

American  Society  of  Therapeutic  Radiologists, 

American  College  of  Surgeons 

American  Dental  Association, 

American  Osteopathic  Association, 

American  Pediatric  Surgical  Association, 

American  Podiatry  Association, 

American  Psychiatric  Association, 

American  Psychoanalytic  Association, 

American  Society  of  Colon  and  Rectal  Surgeons, 

American  Society  of  Oral  Surgeons, 

American  Society  of  Plastic  and  Reconstructive  Surgeons, 
American  Urological  Association, 
The  Society  for  Vascular  Surgery, 
National  Association  of  Social  Workers, 
American  Nurses  Association  -  Psychiatric  Section, 
National  Federation  of  Societies  for  Clinical 
Social  Workers 

The  staff  of  the  Health  Standards  and  Quality  Bureau,  who  reviewed  all 
the  criteria  sets  submitted  by  PSROs  and  selected  for  review  by  the 
management  committee  those  sets  felt  to  have  improved  upon  the  original 
A.M. A.  set  in  one  or  more  respects:    Leslie  Ford,  M.D.;  Gerald  Zelinger,  M.D 

The  staff  of  AAPSRO:    Aileen  Johnson,  who  negotiated  the  original  contract 
and  performed  valuable  contributions  in  the  initial  stages  of  the  project 
before  her  untimely  death;  Charles  Stellar;  Carol  DeWitt;  Donald 
Harrington,  .M.D. 

Management  Committee:    Emidio  Bianco,  M.D.;  Donald  Harrington,  M.D.; 
George  Leicht,  M.D.;  Kenneth  Piatt,  M.D.;  Claude  Welch,  M.D.;  John  W. 
Bussman,  M.D.,  Chairman  and  Task  Project  Director,  with  the  later 
additions  of  Robert  Becker,  M.D.  and  Frank  Sohmer,  M.D. 

FORMAT  CHANGES  RATIONALE 

The  original  format  and  instructions  for  use  as  set  forth  in  the  A.M. A. 
sample  criteria  reflected  the  state-of-the-art  in  peer  review  in  1975 
and  1976.    Discussion  with  a  large  number  of  PSROs  and  the  reports  of 
on-site  project  assessment  by  HSQB  and  consultants,  indicated  that  there 
were  many  review  coordinators  in  PSROs  who  were  not  routinely  applying 
explicit  criteria  in  the  concurrent  review  process.    Use  of  explicit 
criteria  is  mandated  in  the  PSRO  legislation  and  is  essential  if  objective 
decisions  are  to  be  made  regarding  medical  necessity,  appropriateness 
and  quality  of  care.    PSRO  have  commented  that  insufficient  emphasis 
on  quality  was  contained  in  the  original  criteria  sets. 

All  of  these  considerations  are  made  increasingly  significant  by  the 
fiscal  constraints  of  the  1979  PSRO  Program  budget,  which  eliminate  the 
possibility  of  100%  concurrent  review  and  require  instead  that  PSROs  focus 
their  energies  and  resources  on  areas  of  identified  or  suspected  problems. 


5 


The  new  format  presented  here  provides  increased  emphasis  on  the  review 
of  the  quality  of  medical  services,  encourages  focused  concurrent  review 
of  areas  of  inappropriate  utilization  or  substandard  quality,  and  should 
assist  PSROs  in  developing  protocols  for  area-wide  medical  care  evaluation 
studies. 

FORMAT  ELEMENT  I  -  Need  for  Admission/Presenting  Symptoms/Working  Diagnosis 

Need  for  Admission/Presenting  Symptoms/Working  Diagnosis  should  be  under- 
stood to  include  presenting  signs,  as  well  as  symptoms,  the  medical 
history  as  documentation  for  the  need  for  admission,  and  required  proce- 
dures which  establish  the  need  for  admission  to  an  acute  care  hospital, 

FORMAT  ELEMENT  II  -  Validation  Criteria 

Perhaps  no  area  in  the  A.M. A.  Sample  Criteria  set  has  generated  more 
misunderstanding,  confusion,  and  negative  comment  than  element  3B, 
"Validation  of  Reasons  for  Admission."    The  need  for  this  item  was  and 
is  perfectly  clear  to  those  who  developed  the  original  A.M. A.  format. 
This  element  was  intended  to  justify  the  decision  to  certify  admission 
in  those  cases  whose  admitting  or  working  diagnosis  or  problem  was  not 
later  validated  by  information  acquired  during  the  course  of  hospital- 
ization.   For  example,  a  patient  admitted  with  suspected  appendicitis 
may  have  a  normal  appendix  removed.    There  would  thus  be  no  validation 
of  the  working  diagnosis,  but  the  reason  for  admission;  such  as  abdominal 
pain,  vomiting,  leukocytosis,  etc.,  would  be  validated  under  Item  3B. 
We  have  chosen  to  retain  this  concept  under  "Validation  of:"  In  many 
instances  this  element  will  require  an  explanation  of  the  presenting 
symptoms,  perhaps  through  further  documentation  by  the  attending 
physician,  supplying  more  information  than  would  be  contained  in  the 
admitting  note  or  telephoned  admission  request. 

FORMAT  ELEMENT  III  -  Quality  Review  -  Critical  Diagnostic  and 
Therapeutic  Services 

The  concept  of  benchmarks  for  screening  caused  a  great  deal  of  confusion 
in  the  previous  AMA  criteria  sets.    Many  physicians  were  confused  about 
the  difference  between  standards  and  benchmarks,  and  pointed  out  that 
it  is  unreasonable  to  expect  a  0%  mortality  for  myocardial  infarction, 
for  example.    Standards  relate  only  to  the  patient  populations  or  groups 
of  patients  and  have  no  application  in  screening  of  indivigUaT  patient 
care.    It  is  obvious  that  although  80%  compliance  with  a  criterion  might 
be  an  acceptable  standard  for  a  group  of  patients,  it  would  be  impossible 
in  reviewing  an  individual  patient  to  decide  during  his  hospitalization 
that  he  could  logically  be  expected  to  fall  in  the  20%  not  meeting  the 
criterion.    For  this  reason,  only  screening  benchmarks  of  0%  and  100% 
can  be  of  any  significance.    Because  this  concept  caused  so  much 
discussion  and  resistance  from  physician  organizations,  we  have  elected  to 
choose     instead  the  terms  "review  if  absent"  to  replace  the  100% 
screening  benchmark,  and  "review  if  present"  substituting  for  the 
0%  benchmark.    This  should  result  in  considerably  less  confusion.  The 
term  "review"  in  this  sense  refers  to  peer  review  by  a  physician  either 
during  the  hospitalization  or  retrospectively. 
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FORMAT  ELEMENT  IV  -  Discharge  Planning 


Increased  emphasis  on  the  need  for  discharge  planning  to  be  undertaken 
almost  at  the  time  of  admission  for  many  patients  is  provided  in  the 
new  criteria  sets  and  in  the  introductory  section  on  discharge  planning. 
Experience  in  PSROs  has  shown  this  to  be  an  area  in  which  effective 
review  procedures  can  make  a  very  significant  impact  on  necessary  lengths 
of  stay  in  acute  care  hospitals.    The  need  for  transfer  to  long-term 
care  facilities  can,  in  most  instances,  be  foreseen  early  in  the  course 
of  acute  hospital  stay  and  planning  should  be  undertaken  well  in  advance 
of  the  actual  time  of  discharge.  Documentation  of  days  spent  at  the  acute 
level  of  care,  awaiting  transfer  to  long-term  care  facilities,  should  be 
a  part  of  the  reporting  of  all  PSROs  and  when  shared  with  local  Health 
Systems  Agencies  can  stimulate  the  development  of  long-term  care 
facilities  when  a  community  need  is  demonstrated. 

FORMAT  ELEMENT  V  -  Indications  for  Discharge 

The  format  element  V,  Indications  for  Discharge,  is  to  be  used  concurrently 
by  the  review  coordinator  as  a  reason  to  refer  to  the  physician  advisor 
when  it  appears  that  maximum  benefits  of  hospitalization  have  been  achieved 
and  consideration  of  termination  of  benefits  seems  appropriate.  Criteria 
in  this  element  can  also  be  used  retrospectively  in  MCEs,  as  a  short- 
term  outcome  measure. 

CONCEPTS 

"Givens"    (Accepted  Principles) 

Certain  aspects  of  good  quality  medical  care  are  so  universally 
accepted  by  the  medical  profession  as  to  be  included  here  as 
"givens"  without  the  necessity  of  repetition  in  each  criteria  set. 

These  include: 

1 .  Appropriate  history  and  physical    examination  -  h  i  s  tory 
to  include  information  concerning  the  onset,  duration, 
and  intensity  of  symptoms,  prior  diagnostic  studies  and 
therapy  both  on  previous  hospitalizations  and  as  an 
outpatient. 

2.  Inability  of  the  responsible  person  to  cope  or  comply. 
This  is  a  reason  for  admission  to  an  acute  care  hospital 
and  is  especially  valid  in  pediatric  patients,  but  also 
relates  to  the  geriatric  patient  and  dependent  individuals 
in  any  age  group.    Specific  documentation  by  the  attending 
physician  should  be  required  to  define  the  circumstances 
of  this  inability  to  cope  or  to  comply. 

3.  Prenatal  screen  which  should  be  done  in  all  pregnancies 
to  include  type  arid  Rh  factor,  isoimmune  antibody  screen, 
rubella  antibody  titer,  serologic  tests  for  syphillis  and 
cultures  for  gonorrhea  in  all  pregnant  women.  Prenatal 
screen  tests  should  be  done  on  an  ambulatory  basis. 
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Cervical  vaginal  cytology  (Pap  smears)  for  all  women  over 
18,  either  to  be  done  on  admission  or  documentation  provided 
of  performance  within  12  months. 


^'      Patient's  informed  consent  to  hospitalization  and  treatment. 

^'      Administration  of  Rh  iimune  globulin  within  72  hours  to 
all  Rh-negative  women  delivered  of  an  Rh  positive  infant 
and  who  were  not  previously  sensitized. 

7.  Documentation  in  the  chart  of  evidence  that  the  patient 
has  failed  to  respond  to  outpatient  management, 
necessitating  hospital  admission.    Admitting  note  should 
indicate  the  duration  of  attempted  office  or  clinic 
management,  the  type  of  therapy  prescribed,  and  the 
specific  evidence  of  failure  to  respond.    If  the  severity 
of  the  patient's  illness  makes  outpatient  management 
untenable,  this  should  be  documented  in  the  admitting  note. 

8.  Documentation  in  the  chart  that  facilities  or  diagnostic 
resources  which  would  meet  the  patient's  needs  are  not 
available  on  an  outpatient  basis  in  this  community. 

Definition 

The  National  Professional  Standards  Review  Council  has  approved  the 
following  definitions  of  norms,  criteria,  and  standards  for  use  in 
the  PSRO  program: 

Norms  -  numerical  or  statistical  measures  of  usual  observed 
performance  of  health  care  services. 

Standards  -  professionally  developed  expressions  of  the 
range  of  acceptable  variation  from  a  norm  or  criterion. 

Criteria  -  predetermined  elements  of  health  care  developed 
by  health  professionals,  with  which  aspects  of  the  quality, 
medical  necessity,  and  appropriateness  of  health  care 
service  may  be  compared. 

It  is  expected  that  PSROs  will  use  all  three  of  the  above  measures  in 
professional  review. 

ACUTE  LEVEL-OF-CARE  VS.  DIAGNOSIS  SPECIFIC  CRITERIA 

A  dichotomy  has  developed  between  those  PSROs  who  have  provided  their  review 
coordinators  with  diagnosis  specific  criteria  sets  and  those  who  have 
developed  level  of  care  criteria  for  admission  and  continued  stay  review 
An  attempt  has  been  made  to  meld  the  best  features  of  both  approaches  into 
the  present  revision.    As  PSROs  focus  their  attention  on  perceived  problem 


8. 


areas,  and  use  criteria  to  support  area-wide  medical  care  evaluation 
studies,  diagnostic  specific  criteria  will  prove  essential.  Likewise 
as  a  PSRO  attempts  to  fine  tune  the  utilization  aspects  of  review  and 
decrease  length  of  stay  by  reducing  inappropriate  admissions,  criteria 
directed  at  specific  diagnoses  will  almost  certainly  prove  to  be  tighter, 
more  concrete  and  explicit.    On  the  other  hand,  reasons  for  continued  stay 
certification  are  frequently  general,  are  not  closely  related  to  specific 
diagnoses,  and  can  very  effectively  be  considered  under  level  of  care 
criteria;  applying  to  all  cases,  regardless  of  diagnosis. 

Several  PSROs  have  elected  to  use  acute  level  of  care  criteria  in  con- 
current review  and  find  them  superior,  in  some  respects,  to  diagnosis 
specific  criteria.    In  general,  these  criteria  are  somewhat  looser  than 
the  diagnosis-specific  sets,  and  tend  to  justify  admission  for  numbers 
of  cases  that  might  be  referred  for  physician  peer  review,  had  tight 
diagnosis  specific  criteria  been  used. 

As  PSROs  move  increasingly  to  focused  review,  many  areas  selected  for 
intensive  consideration  will  be  based  upon  diagnoses  and  the  importance 
of  diagnosis-specific  criteria  sets  will  become  more  obvious,  the  AAPSRO 
Management  Commit);ee  feels. 

Acute  level-of-care  criteria  will  always  be  of  value  in  those  situations 
in  which  no  diagnosis-specific  criteria  sets  have  been  developed  because 
of  relative  rarity  of  condition,  and  should  provide  a  fallback  position 
for  the  review  coordinator  in  his/her  admission  certification  decision- 
making process. 

Examples  of  acute  level-of-care  criteria  begin  on  page  18. 

A  recent  change  in  acute  level  of  care  criteria  development  is  the  I.S.D. 
format  produced  by  InterQual .    This  abbreviation  refers  to  intensity  of 
service,  severity  of  illness/and  discharge  screening  criteria  and  re- 
presents a  different  and  possibly  improved  method  of  displaying  acute 
level-of-care  criteria.    Several  PSROs  have  had  experience  in  using  these 
criteria  and  are  favorably  impressed.    Examples  of  this  approach  are  found 
on  page  23. 

The  National  Professional  Standards  Review  Council  has  included  these 
acute  level-of-care  and  I.S.D.  criteria  in  this  document  as  examples 
only.    The  Council  has  not  yet  adopted  any  specific  acute  level-of- 
care  criteria  as  reference  sets. 

AUTOMATIC  ADMISSION 

Most  PSROs  who  have  been  performing  review  for  several  years  have  learned 
that  certain  diagnoses,  by  their  very  nature,  justify  admission  to  the 
hospital  and  that  there  is  little  impact  on  utilization  achieved  by 
admission  review.    A  list  of  automatic  certification  diagnoses  is  found 
on  page  33. 

This  list  was  originally  developed  by  the  Commission  on  Professional 
Hospital  Activities,  and  appeared  in  the  AMA  Sample  Criteria  for 
Short-stay  Hospital  Review. 
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With  the  increased  emphasis  on  focusing  the  concurrent  review  effort  on 
perceived  or  identified  problem  areas,  waiving  of  the  entire  concurrent 
review  process  for  many  diagnoses  becomes  desirable,  and  allows  the 
resources  of  personnel,  time  and  funds  to  be  directed  toward  those 
diagnoses,  special  services,  physicians,  or  variant  profiles  that  pro- 
mise the  greater  return  in  improved  quality  of  utilization  practices 
for  the  effort  expended. 

Distinction  should  be  made  between  the  automatic  admission  certification 
list  developed  by  CPHA,  which  lists  those  diagnoses  and  problems  which, 
by  their  nature,  justify  admission  to  a  short-stay  hospital,  and  the 
"waived"  or  "focused  out"  list  of  diagnoses  and  problems  which  will  be 
developed  and  utilized  by  individual  PSROs.    In  some  circumstances, 
individual  PSROs  may  choose  to  focus  j_n  on  diagnoses  which  might  be 
listed  on  the  automatic  admission  list.    This  could  occur,  for  example, 
where  problems  are  perceived  or  identified  in  the  quality  of  care 
rendered  to  these  patients  or  in  their  lengths  of  stay. 

MCE's 

The  present  exemplary  set  of  criteria  could  serve  individual  PSROs  as 
a  point  of  departure  in  development  of  criteria  for  MCE  studies. 

Before  PSRO,  most  hospitals  performed  medical  audits  focused  on  a  diagnosis 
occurring  with  some  frequency  in  the  hospital.    Restrospecti ve  review  of  a 
number  of  cases,  compared  to  a  list  of  criteria  usually  derived  from 
previous  studies  performed  elsewhere,  with  identification  and  justification 
of  variations  from  criteria,  served  to  satisfy  most  hospitals  that  they 
were  delivering  high-quality  care.    Since  PSROs  have  developed  profiles 
of  care  and  identified  variations  from  usual  practice  patterns  that  suggest 
further  investigation  to  identify  problems  and  derive  solutions  to  improve 
care,  the  former  type  of  audits    have  been  recognized  as  less  relevant  and 
productive.    MCEs  can  usually  be  focused  on  potential  problem  areas.  This 
type  of  review  is  much  more  stimulating  to  physicians,  requires  more 
direct  involvement  of  the  medical  staff,  is  more  thought-provoking,  has 
more  immediate  and  direct  impact  on  improved  quality  of  patient  care, 
and  is  thus  more  satisfying  to  the  problem  solvers. 

GENERAL  REASONS  FOR  EXTENDING  LENGTH-QF-STAY 

(L.O.S.) 

This  is  the  area  in  which  the  level-of-care  concept  of  criteria  development, 
i.e.,  a  list  of  conditions  and  complications  which  apply  regardless  of  the 
diagnosis,  has  its  greatest  application  and  usefulness.     We  have  presented 
on  page  36  the  list  of  those  general  reasons  and  those  "reasons  for  extending 
L.O.S."  are  not  then  repeated  in  each  individual  criteria  set.  Where, 
however,  there  are  secondary  conditions  or  complications  which  occur  with 
significant  frequency  in  relation  to  specific  diagnoses    these  are 
listed  in  addition  to  the  direction  to  "see  general  reasons."    In  some 
few  instances,  specific  indications  are  listed,  even  though  they  duplicate 
items  contained  on  the  general  list.    This  is  not  considered  redundant, 
but  intended  to  lend  emphasis. 
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CHANGING  LEVEL-OF-CARE  PATTERNS  AND  DISCHARGE  PLANNING  REVIEW 


Whereas  in  the  past,  patients  frequently  remained  at  acute  levels  of 
care  until  ambulatory,  eating  a  general  diet,  taking  oral  medications, 
and  well  along  in  convalescence,  many  hospitals  have  implemented  pro- 
gressive patient  care  concepts  to  include  self-care  units  or  motel -type 
accommodations,  with  daily  treatment  on  an  outpatient  basis. 

The  move  to  ambulatory,  day-care,  "in  and  out",  "come  and  go",  or  surgi- 
center  facilities  in  many  parts  of  the  country  make  it  necessary  to  ques- 
tion the  need  for  hospital  admission  for  many  procedures,  both  surgical 
and  diagnostic,  formerly  thought  to  require  an  acute  care  facility. 

As  PSROs  become  more  effective  in  discharge  planning  review,  the 
phenomenon  of  heavier  care  cases  being  sent  to  SNF  (skilled  nursing 
facilities)  raises  additional  problems.    Examples  of  level -of-care 
criteria  for  SNFs  are  included  for  reference  of  the  review  coordina- 
tors in  discharge  planning  review.    See  page  39. 

Review  coordinators  in  the  PSRO  program  do  not  actually  perform  discharge 
planning  themselves.    They  can  and  should,  however,  be  performing  discharge 
planning  review,  i.e.,  they  should  be  reviewing  to  assure  that  discharge 
planning  is  being  done  by  the  hospital. 

The  concept  of  progressive  care  continues  with  the  patient  who  no  longer 
requires  SNF  care  and  can  now  move  to  an  ICF  (intermediate  care  facility). 
As  PSROs  become  involved  in  LTC  (long  term  care)  review,  criteria  will 
be  needed  to  distinguish  SNF  from  ICF  levels  of  care.    Examples  are 
included  on  pages  39  and  40. 

Finally,  patients  who  no  longer  need  ICF  care  may  still  require  assis- 
tance in  completing  convalescence  following  an  acute  hospi tal-SNF-ICF  pro- 
gression towards  self-sufficiency.    Here,  the  home  health  agencies  are 
of  inestimable  value  in  helping  patients  achieve  their  maximal  return 
to  independence.    PSROs  in  each  local  area  might  study,  develop  an 
inventory,  understand  and  utilize  the  capabilities  of  individual  home 
health  agencies  in  completing  the  continuum  of  patient  progress  from 
the  short-stay,  acute-care  hospital  to  self-sufficiency  in  the  patient's 
own  home  or  other  domiciliary  arrangements. 

SURGICAL  CRITERIA 

In  the  AMA  criteria  sets  "SAMPLE  CRITERIA  FOR  SHORT-STAY  HOSPITAL  REVIEW" 
published  in  1976,  "scheduled  for  surgery"  was  considered  adequate 
justification  for  admission  and  it  was  felt  not  to  be  feasible  to  review 
surgical  indications  concurrently.    Aberrant  surgical  practices  were 
intended  to  be  identified  by  profile  analysis  and  MCE  studies.  More 
recently,  the  medical  profession  has  been  challanged  by  the  Congress  and 
others  concerning  the  necessity  for  many  surgical  procedures,  and  PSROs 
need  to  develop  the  capability  for  concurrent  review  of  indications  for 
surgical  procedures. 

In  January  of  1978,  the  AAPSRO  developed  indications  for  11  surgical 
procedures  thought  to  have  "significant  potential  for  inappropriate 
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utilization."    At  the  present  time,  the  AI-IA  has  a  contract  to  develop 
surgical  indications  criteria  for  approximately  130  procedures.  This 
project  is  presently  well  under  way  with  completion  anticipated  within 
a  few  months  of  the  completion  date  of  the  present  project.    There  has 
been  an  interlocking  of  the  physician  cormiittees  between  the  two  projects 
with  Dr.  Claude  Welch  and  Dr.  John  Bussman  serving  on  the  management 
committees  of  both  projects.    Throughout  the  present  document,  we  will 
refer  to  this  soon  to  be  published  volume  in  the  following  fashion: 
Justification  for  admission  will  frequently  be  listed  as  "scheduled  for 
operation  -  see  surgical  indications"  or  "scheduled  for  procedures  - 
see  procedural  indications".    It  is  envisioned  that  these  surgical 
indications  criteria  can  be  used  in  medical  care  evaluation  studies, 
retrospective  audits,  profile  analysis,  and  in  focused  concurrent  review 
which  might,  on  occasion,  include  pre-procedure  or  pre-admission  certifi- 
cation. 

An  index  of  those  surgical  operations  and  diagnostic  procedures  for 
which  the  AMA  has  developed  criteria  will  be  found  on  pages  41-45, 
An  updated  list  is  enclosed. 

CODING 

The  Health  Standards  and  Quality  Bureau  has  recently  mandated  that  PSRO 
data  will  be  reported  in  ICD-9-CM  coding.    This  refers  to  the  International 
Classification  of  Diseases  -  9th  Edition  -  Clinical  Modification.  Many 
hospitals,  however,  will  continue  to  use  H-ICDA  or  ICDA-8  codes,  and  these 
codes  are  also  provided  on  each  criteria  set.    The  ICD-9-CM  is  a  5  digit 
code,  and  one  diagnosis  in  all  its  multiple  facets  might  require  listing 
of  50  specific  5  digit  codes.    The  abstractor  then  would  have  to  refer 
to  the  ICD-9-CM  volume  for  the  specific  code.    Therefore,  when  a  diagnosis 
emcompasses  a  series  of  codes,  we  will  list  only  the  first  three  digits 
and  request  that  the  abstractor  or  review  coordinator  refer  to  the  manual 
for  the  last  two  digits  for  greatest  specificity.    In  those  instances 
where  only  a  single  nonambiguous  code  adequately  defines  a  diagnosis, 
we  will  supply  this  5  digit  code. 

SUGGESTIONS  TO  LOCAL  PSRO  CRITERIA  COMMITTEES 

These  exemplary  criteria  sets  are  provided  you  as  models  in  developing 
criteria  that  address  unique  needs  of  your  local  PSRO  area.  Local 
organizations  are  under  no  obligation  to  consider  these  sets  in 

their  choice  of  criteria  for  concurrent  review.    Experience  has  shown, 
however,  that  a  majority  of  PSROs  used  the  previous  AMA  short-stay 
hospital  review  criteria  with  little,  if  any,  modifications.    A  few 
changed  only  an  occasional  individual  element  of  the  criteria.  Some 
have  elected  to  use  only  level  of  care  criteria,  and  a  significant 
number  of  PSROs  have,  in  the  past,  used  no  explicit  criteria  whatever. 
Assessment  and  evaluation  teams  have  reported  these  PSROs  to  be  out  of 
compliance  with  the  statutory  mandate  that  PSROs  use  explicit  criteria 
in  assessing  necessity,  appropriateness,  and  quality  of  care. 

Some  PSROs  will  choose  to  develop  entirely  different  sets  of  criteria, 
with  no  resemblance  to  the  exemplary  set  provided  here.    This  is  entirely 
acceptable,  but  represents  a  great  expenditure  of  effort,  physician  time 
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and  funds,  and  may  not  prove  to  be  a  wise  decision.    Sets  developed 
at  wide  variance  from  the  model  sets  will  be  reviewed  by  HSQB  and  the 
National  Professional  Standards  Review  Council,  and  explanation  will  be 
sought  if  criteria  deviate  from  suggested  patterns  without  adequate 
justification  by  special  local  circumstances. 

All  PSRO  sets  will  be  reviewed  by  the  Health  Standards  and  Quality 
Bureau  and  the  National  Professional  Standards  Review  Council.  Where 
deficiencies  are  discovered  when  criteria  are  compared  against  the 
"reference"  or  exemplary  sets,  explanation  will  be  sought  from  the  local 
PSRO.    Given  this  set  of  exemplary  criteria,  it  is  still  essential  that 
PSROs  modify  and  revise  these  criteria  based  on  the  local  patterns  of 
practice  that  exist  in  their  area  and  based  on  the  experience  they  gain 
in  the  use  of  criteria. 

No  provision  is  made  in  these  sets  to  suggest  length  of  stay  for  any 
diagnosis.    Length  of  stay  must  be  determined  at  the  local  level  by 
physician  consensus,  norms  of  local  practice,  or  reference  to  regional 
norms  such  as  those  of  the  Commission  on  Professional  Hospital  Activities. 
Most  PSROs  use  tbe  CPHA  norms  as  initial  guidelines  for  LOS,  but  modify 
them  to  the  local  situation  by  specialty  panels  or  by  profiles  supplied 
through  their  data  systems. 


John  W.  Bussman,  M.D. 
Chairman,  Management  Committee 
and  Task  Project  Director 
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TO  THE  REVIEW  COORDINATOR 


How  to  Use  the  Reference  Criteria  for  Screening 
in  Concurrent  Admission  Review 


1.  Identify  the  admitting  diagnosis  or  problem. 

2.  Check  the  automatic  admission  list. 

3.  Locate  the  appropriate  criteria  set  for  the  working  diagnosis 
or  problem. 

4.  Review  the  elements  under  I. A.  Need  for  Admission. 

A.  If  any  of  these  elements  are  satisfied  (more  than  one  if 
indicated)  admission  may  be  certified. 

B.  If  no  Need  for  Admission  elements  are  documented,  the  case 
must  be  referred  to  the  physicial  advisor. 

5.  If  admission  is  certified,  assign  an  initial  checkpoint  for  length 
of  stay  or  subsequent  review. 

Expanded  Description  of  Review  Process: 

1.  The  working  diagnosis  or  problem  (i.e.,  suspected  diagnosis  or 
problem)  may  be  identified  from  several  sources.    The  telephoned 
request  to  the  admitting  office  will  frequently  provide  this 
information.    The  initial  admitting  note  should  identify  the 
working  diagnosis  or  problem,  the  rationale  for  considering  a 
diagnosis,  and  the  proposed  treatment  plan.    Admitting  orders 
which  may  be  telephoned  to  the  hospital  before  the  physician 
arrives  to  write  an  admitting  note  will  frequently  give  a  clear- 
cut  indication  of  the  admitting  problem. 

2.  The  automatic  admission  list  should  have  been  reviewed  and 
modified  by  the  local  PSROs  criteria  development  committee.  The 
Board  of  Directors  of  the  local  PSRO  may  have  developed,  in 
addition,  a  list  of  "waived"  or  "focused  out"  diagnosis  for  which 
concurrent  review  is  not  presently  being  conducted  at  the  local 
level.    If  the  patient's  working  diagnosis  or  problem  is  contained 
in  either  of  these  lists,  or  is  contained  on  the  automatic  ad- 
mission list,  certification  is  made  concurrently.    If  the  diagnosis 
has  been  focused  out  for  concurrent  review  by  action  of  the  local 
PSRO  Board  of  Directors,  the  case  is  automatically  approved  for 
admission  or  admission  and  continued  stay. 

3.  In  determining  if  a  criteria  set  exists  for  a  specific  working 
diagnosis  or  problem,  it  may  be  found  by  referring  to  the 
alphabetical  index.    If  no  criteria  set  is  found,  the  case  must 


be  referred  to  the  physician  advisor  for  professional  review  by 
him,  or  the  local  PSRO  may  develop  criteria  for  additional 
diagnoses. 

4.  The  review  coordinator  looks  through  the  patient's  chart  to 
determine  if  the  criteria  in  Format  Element  I. A.  are  met.    If  one 
or  more  of  the  criteria  are  met,  the  review  coordinator  approves 
the  patient's  admission  and  assigns  a  length  of  stay  checkpoint. 

5.  Length  of  stay  determinations  are  established  by  the  local  PSRO, 
usually  from  the  50th  percentile  of  length  of  stay  norms  such  as 
those  of  the  Commission  on  Professional  Hospital  Activities. 
These  length  of  stay  guidelines  are  to  establish  the  initial 
checkpoint  for  a  particular  diagnosis  or  problem.    They  indicate 
that  the  average  patient  with  this  diagnosis  or  problem  will  have 
received  maximum  benefits  of  hospitalization  by  this  checkpoint 
date. 


TO  THE  REVIEW  COORDINATOR 

How  to  Use  the  Reference  Criteria  for  Screening 
in  Continued  Stay  Review 

Within  one  day  before  the  initial  checkpoint,  assigned  at  admission, 
review  chart  to  detemine: 

1.  Whether  diagnosis  has  been  changed  by  investigation  or 
developments  occur ing  after  admission. 

2.  If  continued  stay  is  medically  necessary. 

3.  If  discharge  planning  is  underway. 

Refer  to  .criteria  Element  IB2  for  extension  information,  either  general 
or  diagnosis  specific.    If  criteria  for  extending  L.O.S.  are  absent,  refer 
to  physician  advisor. 

Refer  to  Element  V  to  determine  if  the  patient  appears  to  have  reached 
maximum  benefits  from  acute  care  hospitalization. 
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CONTINUED  STAY  REVIEW  AND  CERTIFICATION  ADJUSTMENT  PROTOCOL 
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EXAMPLES  OF  ACUTE  LEVEL  OF  CARE  CRITERIA 


This  list  of  criteria  has  been  designed  as  a  Review  Coordinator's  guide 
to  services  found  only  in  an  acute  care  hospital.    When  one  or  more  of 
these  services  is  essential  to  a  patient's  care,  hospitalization  is 
justified. 

Appropriate  use  of  these  criteria  is  dependent  on  documentation  of  the 
patient's  need  for  hospital  services  in  the  medical  record  and  on  the 
review  abstract.    It  is  expected  that  the  Review  Coordinator  will  use 
his/her  medical  knowledge  and  judgement  in  applying  the  criteria.  The 
assistance  of  resource  people,  such  as  the  hospital  nursing  staff,  is  also 
encouraged  in  determining  the  patient's  status. 

In  using  the  criteria  to  distinguish  between  acute  versus  skilled  care, 
the  Review  Coordinator  should  always  assess  -  1)  the  extent  of  direct 
physician  involvement/monitoring  necessary  for  the  patient's  care 
(versus  a  need  primarily  for  skilled  nursing  services),  and  2)  the 
stability/potential  stability  of  the  patient's  condition  at  the  time 
of  review.    These  two  elements  must  always  be  considered  in  applying 
the  individual  level  of  care  criteria  listed  below. 


GENERAL  DEFINITIONS: 
Acute  (vs.  chronic): 

Frequent 
Monitor: 

Stable  (vs.  unstable) 
CRITERIA 


Sharp,  severe,  and  incapacitating;  having 
rapid  onset,  severe  symptoms,  and/or  a 
short  course. 

Happening  repeatedly  at  short  intervals; 
once  every  eight  hours  or  more  often. 

Constantly  to  observe,  evaluate,  and 
record  specific  information  about  a 
patient's  condition. 

No  longer  life  threatening,  or  full 
potential  reached,  or  can  be  treated 
outside  of  the  hospital. 

INSTRUCTIONS  &  DEFINITIONS 


Patient  Requires  Acute  Monitoring: 


OBSERVATION/TREATMENT  in  a 
SPECIAL  CARE  UNIT. 


Specific  need  for  DAILY 
PHYSICIAN  MONITORING  &  full 
time  availability  of  phy-- 
sician  services. 


-Refers  to  ICU,  CCU,  Neonatal  Unit,  Burn 
Unit 

-Includes  progressive  coronary/intensive 
care  units  (PCCU/PICU). 

-Refers  to  physician  skills  necessary  to 
observe,  evaluate,  and  adjust  orders. 

-Includes  cases  where  the  total  number  and 
intensity  of  skilled  nursing  services  needed 
to  perform  a  combination  of  direct  services, 
observations,  and  decision  making  are  avail- 
able in  the  hospital  but  not  in  an  SNF. 
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3.       ABNORMAL  VITAL  SIGNS/SERIOUS 

IMPAIRMENT  OF  NORMAL  FUNCTIONS 
(potentially  life  threatening). 


4.       Lab  Tests  needed  daily  or  more 

frequently  TO  MONITOR  AN  UNSTABLE 
CONDITION   


-Documented  need  to  monitor  changes 
in  serious  swelling,  distention, 
bleeding,  or  cardiac  arthymias. 

-Significantly  abnormal  or  fluctuating 
blood  pressure,  pulse,  respirations, 
or  temperature. 

-Depressed  neurological  signs 
(i.e.,  level  of  consciousness). 

-  Includes  amylase  (serum);  blood 
gases ;  blood  sugar;  blood  urea 
nitrogen  (BUN) ;  clTlcium  (Ca+); 
creatinine;  drug  levels  (i.e., 
digoxin,  quinidine,  lithium; 
electrocardiogram  (EKG); 
electrolytes  (sodium  -  Na+) 
potassium  (K+);  chlorides  (CL-); 
carbon  dioxide  (COp);  enzymes , 
Serial  (SCOT,  CPK,  LDHh 
hemoglobin  (Hgb);  hematocrit; 
macnesi um  (Mg);  partial  thrombo- 


pi  as  tin  time  ( PTT) ;  protime  (PT) ; 
Theophylline. 

Patient  Requires  Diagnostic  Procedure  (s)  In  An  Acute  Setting: 


Diagnostic  PROCEDURE  REQUIRING 
CLOSE  OBSERVATION  BY  SKILLED 
PERSONNEL  for  possible  compli- 
cations . 


Diagnostic  PROCEDURE  REQUIRING 
INTENSE  SCHEDULING/COMPLEXITY 


that  prohibits 
performance. 


outpatient 


Endoscopic  procedures:  Arthro- 
scopy, Bronchoscopy,  Colonscopy, 
Cystoscopy,  Gastroscopy,  Laparo- 
scopy.  Tracheoscopy,  Mediastino- 
scopy, Direct  Laryngoscopy. 
X-ray  procedures:  Angiography, 
Arteriography,  Bronchography, 
Cardiac  Catherization ,  Cine 
Radiography  of  Vascular  structure, 
Discography,  Intraosseous  Veno- 
graphy, Lymphography,  Magnifica- 
tion Technique  of  Vascular 
Structure,  Myelography,  Endo- 
scopic Retrograde  Cholangio- 
graphy, Pneumoencephalography, 
Splenoportography. 
Other  Procedures:    Liver  biopsy. 
Renal  biopsy,  Renal  cyst  puncture. 

Refers  to  procedures  which  require 
1)  strict  diet,  2)  restricted 
activity,  and/or  3)  accurate 
specimen  collection. 
Excludes:    aldosterone  test, 
catecholamines,  metanephrines , 
plasma  renin  test,  vanillyl- 
mandelic  acid  -  urine  (VMA) 
Example:    Calcium  tolerance  test. 
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Patient  Requires  Acute  Treatment 


7.  If-ITRAVENOUS  THERAPY  given 
dally  or  more  often  with  need 
for  physician  monitoring  of 
dosage/effect. 

8.  INTRAMUSCULAR  MEDICATIONS  given 
twice  daily  or  more  often,  with 
need  for  physician  monitoring 
of  dosage/effect. 

9.  ORAL  DRUG  THERAPY  REQUIRING 
CLOSE  OBSERVATION  for  regula- 
tion of  dosage/potentially 
dangerous  side  effects. 


10.       ISOLATION  REQUIRED  FOR  MEDICAL. 
SURGICAL.  OR  PSYCHIATRIC 
REASONS. 


11 .       FREQUENT  STERILE  DRESSING 

CHANGES  and/or  TOPICAL  THERAPY 
required  in  an  acute  care 
setting . 


12.       INTENSIVE  RESPIRATORY  THERAPY 
required  at  least  every  8  hours 
(TID). 


-  Refers  to  IV  fluids,  IV  medica- 
tions, blood  transfusions, 
hyperalimentation. 


-  Restricted  to  intramuscular 
medications  for  specific  treat- 
ment of  a  diagnosed  condition. 

-  Excludes  IM  injections  of  B]2- 

-  Restricted  to  acute  conditions 
and  acute  exacerbations  of 
chronic  conditions  only. 

-  Refers  to  specific  drug  therapy 
such  as  anticoagulants,  anti- 
psychotics, chemotherapy, 
dilantin,  diuretics,  lanoxin, 
lithium  carbonate,  and  phenobar- 
bitol  during  initial  phases  and 
regulation  of  dosage  only. 

-  Refers  to  MEDICAL/SURGICAL 
reasons  such  as  gas  gangrene, 
herpes  zoster  (extensive), 
infectious  hepatitis,  meningo- 
coccal meningitis,  salxionella,  etc 

-  Refers  to  PSYCHIATRIC  reasons 
such  as  suicide  risk  or  attempt, 
psychotic  behavior  (hallucinations 
delusions),  assaultive  behavior. 

-  Restricted  to:    1)  post-op 
infections  and  2)  medical/ 
surgical  conditions  potentially 
requiring  surgical  correction 
during  the  same  hospital  stay 
(i.e.,  closure,  skin  graft, 
amputation) . 

-  Restricted  to  acute  respiratory 
problems  and  acute  exacerba- 
tions of  chronic  respiratory 
conditions. 

-  Includes  use  of  a  respirator, 
fog  room,  or  croup  tent. 

-  Intermittent  use  of  0?  and/or 
IPPB  in  Itself  does  not  meet 
this  criterion. 
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13.       ELECTIVE  OR  EMERGENCY 

SURGERY  required  for  which 
hospitalization  is  necessary 


14.       THERAPEUTIC  PROCEDURE  required 
which  cannot  be  performed  on 
an  outpatient  basis. 


15.      Traction  required  for  acute 
condition  or  acute  exacer- 
bation of  chronic  condition. 


16.       REHABILITATION  PHYSICAL 

THERAPY  requiring  an  acute 
setting. 


-  Restricted  to  surgery  requiring 
major  anesthesia  (general/ 
spinal ) . 

-  Elective  surgery  must  be 
scheduled  within  24  hours  of 
admission  unless  bowel  prep  or 
other  extensive  preparation  is 
involved. 

-  Refers  to  therapeutic  procedures 
such  as  chest  tubes,  continuous 
nasogastric  suctioning,  para- 
centesis, peritoneal  dialysis, 
thoracentesis . 

-  A  Foley  catheter  or  other  in- 
dwelling tube  (i.e.,  gastro- 
stomy tube)  does  not  constitute 
acute  care  unless  daily  physician 
monitoring  is  required  (1 .e. , 
acute  urinary  retention). 

-  Restricted  to  skeletal  or 
suspension  traction,  traction 
as  treatment  for  fracture; 
cervical  traction  in  acute 
neck  injuries;  lumbar,  pelvic, 
or  Buck's  traction  for  1)  acute 
disc  syndromes  and  2)  chronic 
disc  syndromes/ intractable  low 
back  pain  unresponsive  to 
conservative  treatment  at  home. 

-  Failure  of  conservative  treat- 
ment at  home  must  be  fully 
documented  on  the  patient's 
chart/review  abstract  (i.e., 
heat,  analgesics,  muscle 
relaxants) . 

-  Restricted  to  the  initial  phases 
only  of  rehabilitation  physical 
therapy  for  an  acute  condition 
(i.e.,  acute  stroke  with 
paralysis  and/or  requiring 
speech  therapy) . 

-  Patient  must  have  documented 
rehabilitation  potential  and 
continue  to  demonstrate  progress 
during  therapy  (i.e.,  excludes 
patients  with  chronic  confusion 
and  disorientation  who  are  unable 
to  learn  or  retain  newly  taught 
motor  ski  1  Is) . 

(Continued) 
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16.      Rehabilitation  Physical 

Therapy  requiring  an  acute 
setting  -  (Continued) 


Patient  should  be  evaluated  for 
transfer  to  an  SNF/rehabilitation 
unit  or  discharged  to  outpatient 
care  once  the  patient's  condition 
is  stable,  the  initial  phases  of 
restorative  services  are  completed, 
and/or  the  patient  no  longer 
demonstrates  rehabi 1 i  tati  ve 
potential . 

See  separate  criteria  for 
admission  discharge  from  a 
rehabilitation  unit. 
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INTENSITY  OF  SERVICE,  SEVERITY  OF  ILLNESS. 


DISCHARGE  SCREENING  CRITERIA 
(ISD  SCREENING  CRITERIA) 


InterQual  developed  a  set  of  criteria  specifically  for  use  in  the 
concurrent  utilization  review  process. 

The  Intensity  of  Service,  Severity  of  Illness,  Discharge  (ISD) 
screening  criteria  include  a  set  of  generic  criteria  that  can  be 
applied  to  all  patients  regardless  of  diagnosis,  problem  or  con- 
dition.   Additional  criteria  were  developed  for  fourteen  individual 
body  systems  or  categories  of  care.    The  criteria  are  based  on 
determining  the  severity  of  illness  of  the  patient  and  intensity 
of  service  being  provided  to  the  patient  in  the  hospital  setting.    -  ^ 
Objective  clinical  findings  have  been  attached  to  the  criteria  in 
an  attempt  to  reduce  subjectivity  in  the  application  of  these 
criteria  by  the  review  coordinator. 

Procedures  for  using  the  ISD  Screening  Criteria 

InterQual  suggests  the  following  procedures  for  performing  review 
using  the  ISD  screening  criteria.    It  is  important  to  note  that 
these  procedures  are  stated  in  fairly  general  terms.    This  is  done 
purposefully,  since  they  believe  that  the  criteria  can  be  used  in  a 
variety  of  review  systems.    The  times  specified  in  the  procedures 
outlined  below  are  meant  as  guidelines  and  should  not  be  implemented 
prior  to  the  PSRO  performing  a  thorough  analysis  of  its  review  system. 

Admission  Review 

The  review  coordinator  initiates  the  admission  review  process  on 
the  first  working  day  after  a  patient's  admission  to  the  hospital. 
In  performing  this  and  all  subsequent  reviews,  the  review  coordinator 
should  use  the  entire  medical  record  to  collect  the  information 
necessary  to  make  the  appropriate  review  determinations.    In  perform- 
ing this  first  admission  review,  the  review  coordinator  attempts  to 
document  that  at  least  one  Severity  of  Illness  (SI)  criterion  and 
one  Intensity  of  Service  (IS)  criterion  are  met.    The  review  co- 
ordinator reviews  the  patient's  record,  first  using  the  generic 
criteria  for  both  severity  of  illness  and  intensity  of  service.  If 
a  generic  criterion  is  met  in  each  of  these  categories,  the  admission 
is  certified  and  the  review  coordinator  enters  the  patient  into  the 
cyclic  review  process.    The  first  cyclic  will  take  place  no  later 
than  three  working  days  following  admission  certification.    If  none 
of  the  generic  criteria  are  met  in  either  the  severity  of  illness 
or  the  intensity  of  service  criteria  sets,  the  review  coordinator 
goes  to  the  appropriate  body  system  or  category  of  care  criteria  sets. 


and  makes  a  determination  as  to  whether  or  not  at  least  one  criterion 
from  each  of  the  sets  is  met.    Once  again,  as  criteria  are  met  the 
review  coordinator  documents  the  criteria  that  were  satisfied, 
certifies  the  admission,  and  enters  the  patient  into  the  cyclic 
review  process. 

For  purposes  of  review,  which  criteria  (generic  or  body  system 
specific)  the  patient  meets  is  irrelevant.    While  the  set  of  generic 
criteria  are  referred  to  first  in  the  screening  process,  meeting  a 
criterion  from  either  set  for  both  severity  of  illness  and  intensity 
of  service  will  trigger  certification.    If  neither  an  intensity  of 
service  criterion  nor  a  severity  of  illness  criterion  is  met,  the 
case  is  inmediately  referred  to  the  physician  reviewer.    At  this 
point,  and  at  any  other  point  during  the  review  process  where  a 
case  is  referred  to  the  physician  reviewer  he/she  will  make  a 
determination  that  a  termination  of  benefits  is  warranted  or  that 
the  admission  or  continued  stay  is  appropriate  and,  in  this  case, 
the  review  coordinator  will  continue  the  cyclic  review  process. 

If  only  one  of  the  criteria  is  met  (i.e.,  either  one  or  more 
severity  of  illness  criteria  or  one  or  more  intensity  of  service 
criteria),  then  the  admission  is  approved  and  scheduled  for  a  second 
admission  review  on  the  next  working  day.    The  second  admission  review 
is  performed  by  the  review  coordinator  on  the  second  working  day 
following  admission.    If  the  patient  now  meets  both  a  severity  of 
illness  criterion  and  an  intensity  of  service  criterion,  the  ad- 
mission is  certified  and  entered  into  the  cyclic  review  process. 
If  only  a  severity  of  illness  criterion  or  an  intensity  of  service 
criterion  is  met,  a  third  admission  review  is  scheduled  for  the 
next  working  day.    This  third  admission  review  is  performed  on  the 
third  working  day  following  the  admission.    At  this  point,  both  a 
severity  of  illness  criterion  and  intensity  of  service  criterion 
must  be  met,  or  the  case  is  referred  to  the  physician  reviewer.  It 
should  be  pointed  out  that  the  severity  of  illness  criteria  are  set 
at  a  level  high  enough  that  meeting  a  single  criterion  will  justify 
approving  the  admission.    The  PSRO  must  make  a  decision  as  to  where 
to  cut  off  the  admission  review  process  (i.e.,  require  both  an  in- 
tensity of  service  and  severity  of  illness  criterion  to  be  met  or 
refer  for  physician  review).    Although  the  process  described  above 
allows  three  days,  which  conforms  to  present  federal  regulations 
concerning  the  timeframes  within  which  admission  certification  must 
be  completed,  the  PSRO  may  wish  to  require  that  both  and  SI  and  IS 
criterion  are  met  by  the  first  or  second  day  following  admission. 

It  should  be  noted  that  in  the  case  of  elective  surgical  procedure, 
decisions  concerning  the  justification  of  the  surgery  must  be  made 
at  a  point  during  the  admission  certification  process  designated  by 
the  PSRO.    The  decision  concerning  justification  of  surgery  will  be 
made  using  criteria  developed  by  the  PSRO  or  developed  by  the 
delegated  hospital  and  approved  by  the  PSRO.    The  ISO  criteria  do 
not  include  criteria  necessary  to  make  such  decisions,    In  addition. 
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any  concurrent  review  of  ancillary  services  or  concurrent  quality 
assurance  can  easily  be  performed  in  conjunction  with  the  described 
review  process.    Screening  criteria  for  these  purposes  must  be 
developed  by  the  PSRO.    While  the  ISD  criteria  may  raise  issues 
concerning  the  utilization  of  ancillary  services  or  quality  of  care, 
they  have  not  been  designed  to  particularly  address  these  problems. 
It  should  be  also  noted  that  no  diagnostic  label  is  necessary  in 
order  to  perform  admission  or  cyclic  review.    Review  determinations 
are  based  on  the  condition  of  the  patient  and  the  services  being 
provided.    While  no  diagnostic  label  is  necessary  for  review,  it 
does  not  preclude  the  collection  of  diagnostic-specific  data  which 
may  be  used  later  by  the  PSRO  in  its  profile  analysis  activity. 

Cyclic  Review 

At  the  time  that  the  review  coordinator  or  physician  reviewer 
certifies  the  admission,  the  time  for  the  first  cyclic  review  is 
set.    The  cyclic  review  process  is  based  on  a  three-calendar-day 
cycle.    However,  each  time  the  subsequent  date  for  the  next  cyclic 
review  is  scheduled  by  the  review  coordinator  within  the  next  three 
days,  it  may  be  done  on  the  following  working  day  or  on  the  second 
working  day  following  the  previous  review.    The  review  coordinator 
makes  decisions  concerning  the  next  review  date  based  on  when  some 
significant  change  in  either  the  patient's  condition  or  level  of 
service  provided  is  expected  to  take  place.    However,  it  is  recom- 
mended that  the  date  set  for  the  next  review  be  within  three  days 
from  the  first  review. 

At  the  time  of  the  cyclic  review,  the  review  coordinator  first 
refers  to  the  generic  criteria  and,  if  necessary,  to  the  body  system 
or  category  of  care  specific  criteria  to  determine  if  the  severity 
of  illness  criteria  and  intensity  of  service  criteria  are  still  met. 
If  an  intensity  of  service  criterion  and  a  severity  of  illness 
criterion,  or_  only  an  intensity  of  service  are  met,  review  coordinator 
documents  the  criteria  that  are  satisfied  and  continues  the  cyclic 
review  process.    If  no  intensity  of  service  criteria  is  met,  the  RC 
refers  to  the  discharge  screens,  first  from  the  generic  set  and  then 
from  the  body  system  or  category  of  care  specific  sets.    If  the 
discharge  screens  are  met,  the  review  coordinator  checks  to  see  if 
discharge  or  transfer  is  planned  for  the  next  day.    If  discharge  or 
transfer  is  not  planned,  the  case  is  referred  to  the  physician 
reviewer.    If  discharge  or  transfer  is  planned,  the  review  coordinator 
returns  the  next  day  to  assure  that  this  plan  has  been  carried  out. 
If  this  plan  has  been  carried  out,  review  is  completed.    If  the 
patient  has  not  been  discharged  or  transferred,  or  a  discharge 
screen  is  not  met,  the  review  coordinator  re-examines  the  entire 
medical  record  to  determine  if  there  is  a  new  medical  problem  un- 
related to  the  original  reason  for  hospitalization.    If  there  is  no 
evidence  of  a  new  medical  problem  in  the  medical  record,  and  if  the 
intensity  of  service  criteria  are  not  met  and  the  discharge  screens 
are  met,  the  case  is  referred  to  the  physician  reviewer.    If  a  new 


medical  problem  is  present,  it  is  documented  and  the  entire  review 
cycle  is  continued. 

As  can  be  seen  from  the  flow  chart  of  the  cyclic  review  process,  there 
are  three  potential  outcomes  at  any  point  during  the  review  process. 
These  are: 

1.  The  patient  is  discharged  or  transferred  and  the 
review  process  is  ended. 

2.  The  case  is  referred  to  a  physician  reviewer,  who  then 
makes  a  determination  to  either  begin  the  termination 
of  benefits  process  or  to  certify  the  continued  stay 
of  the  patient  in  the  hospital,  in  which  case  the 
patient  continues  to  be  reviewed  within  the  cyclic 
review  process. 

3.  The  patient  continues  to  meet  the  appropriate  intensity 
of  service  criteria  and  cyclic  review  is  continued  at 

a  minimum  of  every  three  working  days. 

The  following  example  traced  one  patient  through  the  review  process. 
Obviously,  the  example  doesn't  contain  an  example  of  every  possible 
review  decision  that  can  be  made  using  the  cyclic  review  process 
and  the  ISD  criteria. 

Example 

Consider  a  case  in  which  the  review  coordinator  begins  admission 
review  on  4/13/79.  The  medical  record  being  evaluated  indicates 
that  the  patient  was  admitted  on  4/12/79  with  severe  acute  abdominal 
pain,  and  showed  a  temperature  of  103  degrees  F  and  a  WBC  of  15,500. 
Examination  revealed  a  rigid  abdomen  and  rebound  tenderness.  On 
the  same  day,  an  appendectomy  was  performed.  The  record  further 
indicates  the  following  post-operation  treatment  orders: 

IV  Kef 1  in 
NPO 

Levine  tube  to  dependent  drainage 
Demerol  50  mg.  IM  for  pain 

Comment: 

This  medical  record  met  the  two  generic  severity  of  illness  criteria: 
(temperature  greater  than  102  degrees  F  and  WBC  greater  than  15,500 
cu.  nm)  and  two  generic  intensity  of  service  criteria  (scheduled 
for  surgery  within  24  hours). 


1.  GENERIC 
SEVERITY  OF  ILLNESS 


VITAL  SIGNS 

Temperature  above  102  degrees  F  (38.9  degrees  C)  with  Bacteria 

by  culture/smear 
Temperature  above  102  degrees  F  (38.9  degrees  C)  with  WBC  above 

15,500  cu.mm 
Pulse  below  50/minute 
Pulse  above  140/minute 

BLOOD  PRESSURE 

Systolic  below  80  mm  Hg 
Systolic  above  200  mm  Hg 
Diastolic  below  40  mm  Hg 
Diastolic  above  120  mm  Hg 

LABORATORY  -  BLOOD 

Serum  Sodium  below  123  mEq/L 

Serum  Sodium  above  156  mEq/L 

Serum  Potassium  below  2.5  mEq/L 

Serum  Potassium  above  6.0  mEq/L 

CO2  combining  power  (HCO3)  below  20  mEq/L 

CO2  combining  power  (HCO3)  above  36  mEq/L 

Blood  pH  below  7.30 

Blood  pH  above  7.45  (new  finding) 

FUNCTIONAL  IMPAIRMENT  (sudden  onset) 

Sight  loss 
Hearing  loss 
Speech  loss 

Inability  to  move  any  body  part 
Inability  to  breathe 
Unconsciousness 
Disorientation 

PHYSICAL  FINDING 

Gross,  continuous  hemorrhage  from  any  site 
Wound  disruption  (requiring  reclosure) 


1.    GENERIC  -  (Continued) 

MONITORING  (at  least  hourly) 

Vital  signs  (T.P.R) 
Blood  pressure 
Orientation  to  time/place 
Urine  output 
Pupil  reaction  to  light 
Central  venous  pressure 

MEDICATIONS 

Intravenous  medications 

Intravenous  chemotherapy  (requiring  every  4  hour  monitoring 

of  drug  effect) 
Initial  insulin  therapy 

TREATMENTS  (continuous  or  standby) 

Ventilatory  assistance 
Respiratory  assistance 

PROCEDURE  (scheduled  within  24  hours) 

Surgery  or  procedure  requiring  general  or  regional  anesthesia 

PROCEDURE  (NOT  scheduled  within  24  hours) 

Surgery  or  procedure  requiring  preoperative  use  of  equipment, 
facilities  or  special  procedures  only  available  in  a 
hospital 

DISCHARGE  SCREENS 

VITAL  SIGN 

Temperature  below  99  degrees  F/37.2  degrees  C  for  last  24  hours 
without  antipyretic  such  as  aspirin,  Tylenol,  Bufferin 

INTAKE  AND  OUTPUT 

Prescribed  diet  tolerated  for  last  2  days  without  nausea  or 

vomiting 
Passing  flatus/fecal  matter 

Voiding  or  draining  urine  (at  least  800  cc)  for  last  24  hours 
MEDICATIONS 

Type/dosage  major  drug  unchanged  for  last  2  days 
Medication  controlled  pain  for  last  2  days 


28. 


2.    CARDIOVASCULAR  (Includes  blood,  lymphatics,  spleen) 
SEVERITY  OF  ILLNESS 

VITAL  SIGNS 

Temperature  100  degrees  F  (37.8  degrees  C)  or  above  IF  white 

blood  count  below  4000/cu.mm 
Respiratory  rate  over  32/min 

LABORATORY  -  BLOOD 

p02  below  60  mm  Hg  (new  finding) 
pC02  above  50  mm  Hg  (new  finding) 
pH  below  7.30 

pH  above  7.45  (new  finding) 

CPK  2  times  above  lab  normal 

LDH  2  times  above  lab  normal 

SGOT  2  times  above  lab  normal 

Hemoglobin  below  7  grams 

Hemoglobin  above  20  grams 

Hematocrit  below  21% 

Hematocrit  above  60% 

White  blood  count  below  2000/cu.mm 

White  blood  count  above  20,000/cu.mm 

Prothrombin  time  4  times  above  lab  normal 

Culture  positive  for  bacteria 

RADIOLOGY  (with  evidence  of  recent  change) 

Massive  cardiac  enlargement 

Aneurysm  of  heart  and  great  vessels 

Pneumothorax 

Pulmonary  edema 

Congestion  in  right  chamber 

Acute  occlusion  of  vessel 

EKG  (Diagnostic  or  suspicious) 

Acute  myocardial  infarction 
Acute  myocardial  ischemia 
Acute  digi toxin  toxicity 

Fibrillation,  flutter,  bradycardia,  tachycardia  (recent  onset) 
PHYSICAL  FINDINGS 

Acute  chest  pain,  dyspnea  or  cyanosis 
Pre-tibial  edema  (4+)  / 
Gross  continuous  hemorrhage  from  any  site 

(Continue 


2.    CARDIOVASCULAR  - 


(Continued) 


PHYSICAL  FINDINGS  -  (Continued) 

Absence      pulse  at 

•  axilla 

•  wrist 

•  elbow 

•  groin  . 

•  knee 

•  ankle 

Change  in  skin  temperature  and  circumference  of  contralateral 
limb 

OTHER 

Suspected  malfunctioning  pacemaker 
INTENSITY  OF  SERVICE 

MONITORING 

Cardiac  Monitor  (continuous) 
Swann  Ganz 

MEDICATIONS 

Intravenous  medications 
Subcutaneous  medications 
Initial  anticoagulation  medications 
Parenteral  digital ization 
Antiarrhythmic  medications 

TREATMENTS 

Mechanical  ventilatory  assistance 
Mechanical  circulatory  assistance 
Central  venous  pressure  monitoring 
Administration  of  whole  blood/blood  components 
Reverse  precautions 
Cardiac  rehabilitation 

PROCEDURE  (scheduled  within  24  hours) 

Cardiac  catheterization 

Coronary  angiogram 

Aortogram 

Bone  marrow  biopsy 

Liver  biopsy 

Pacemaker  insertion 

Cardiac  rehabilitation  evaluation 


2.    CARDIOVASCULAR  -  (Continued) 


DISCHARGE  SCREENS 

LABORATORY 

Prothrombin  time  controlled  for  last  3  days 
Potassium  within  lab  normal  for  last  2  days 

MEDICATIONS 

No  change  in  type/dosage  antiarrhythmic  drugs  for  last  2  days 

Nitroglycerin  controlled  pain  for  last  2  days 

No  analgesics/narcotics  for  last  2  days 

Coumadin  controlled  prothrombin  time  for  last  3  days 

OTHER 

Bleeding  controlled  for  last  48  hours 
No  EKG  changes  for  last  3  days 

Documerfted  by  physician  that  maximim  hospital  benefit  has 
been  attained 

No  evidence  of  cardiac  change  or  damage  after  3  days 

hospitalization 
Full  activity  for  at  least  three  days,  with  no  evidence  of 

chest  pain  or  EKG  changes  in  this  period 


3.  PSYCHIATRIC 


SEVERITY  OF  ILLNESS 

LABORATORY  -  BLOOD 

Positive  for  barbiturates,  narcotics  or  other  toxic  agents 
in  comatose  or  impending  comatose  patient 

LABORATORY  -  URINE 

Positive  for  barbiturates,  narcotics  or  other  toxic  agents 
in  comatose  or  impending  comatose  patient 

CLINICAL  FINDINGS  (recent  onset) 

Suicide  attempt 
Suicide  ideation 
Assultive  behavior 
Self-mutilative  behavior 
Hallucinations,  (visual  or  auditory) 
Total  body  rigidity  or  immobility 
Bizarre  or  delusional  behavior 
Impending  delirium  tremens 
Seizures  (withdrawal  or  toxic) 

OTHER 

Evaluation  of  drug  tolerance 
Drug  detoxification 

INTENSITY  OF  SERVICE 

MEDICATIONS  (at  least  once  daily) 

Intravenous  medications 
Intramuscular  medications 

TREATMENT 

Isolation 
Restraint 

Electric  shock  therapy 

OTHER 

Comprehensive  therapy  plan  requiring  close  supervision 
because  of  concomitant  medical  conditions 

DISCHARGE  SCREENS 

PHYSICAL  FINDINGS 

Able  to  perform  activities  of  daily  living 
Documented  evidence  of  no  improvement  in  14  days 


REFERENCE  AUTOMATIC  ADMISSION  CERTIFICATION  LIST 

(Those  diagnoses  and  problems  which  by  their  very  nature  justify 
admission  to  the  hospital.) 

Abdominal  Tumors,  Pediatric  Age  Group 
Abortion,  Spontaneous  (Inevitable  or  Incomplete) 
Abortion,  Spontaneous  (Threatened) 
Acidosis,  Diabetic 

Amniotic  Membranes,  Premature  Rupture 
Anemia,  Sickle  Cell  (Crisis  Only) 

Aneurysm  (Dissecting  or  Ruptured,  Thoracic,  Abdominal,  Cerebral) 

Appendicitis 

Arthritis,  Septic 

Brain  Abscess 

Breast  Carcinoma 

Cerebral  Hemorrhage 

Cervix,  Carcinoma 

Colon  and  Rectum,  Malignant  Neoplasm 
Coma-Stupor 

Diabetes,  Juvenile,  Uncontrolled 

Drug  Overdose 

Encephalocele 

Encephal opathy  (Toxi  c-Metabol i c ) 
Endocarditis,  Infectious 
Endometrium,  Malignant  Neoplasm 
Endotoxic  Shock 

Continued 


REFERENCE  AUTOMATIC  ADMISSION  CERTIFICATION  LIST  -  (Continued) 


Esophageal  Atresia  and  Tracheoesophageal  Fistula,  Pediatric  Age 
Group 

Esophagus,  Chemical  Injury,  Acute 
Foreign  Body,  Intraocular  or  Intraorbital 
Fracture  of  Base  of  Skull 

Fracture  of  Hip,  Femoral  Neck  or  Intertrochanteric 
Fracture,  Open  (Compound) 
Fracture,  Skull  Vault 

Fracture  of  Vertebrae,  Cervical /Dorsal /Lumber,  Acute-^Traumatic 

Gastrointestinal  Hemorrhage 

Hemorrahge,  Traumatic,  Into  Vitreous,  Eye 

Hyphema,  Traumatic  (Hemorrhage  into  Anterior  Chamber) 

Intestinal  Obstruction 

Intussusception,  Pediatric  Age  Group 

Jaundice,  Obstructive,  In  Infancy 

Meningitis,  Bacterial,  Fungal,  Tuberculous 

Meningitis,  Viral 

Myocardial  Infarction,  Acute 

Omphalocele  or  Gastroschisis,  Pediatric  Age  Group 

Osteomyelitis,  Acute 

Pancreatitis,  Acute 

Pericarditis,  Acute 

Poisoning,  Acute 

Pregnancy,  Bleeding  in  Latter  Half 
Pregnancy,  Ectopic 

Continued 
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REFERENCE  AUTOMATIC  ADMISSION  CERTIFICATION  LIST  -  (Continued) 


Pregnancy,  Pre-eclampsia  or  Eclampsia 

Pulmonary  Edema,  Acute 

Pulmonary  Embolism,  Acute 

Pyloric  Stenosis,  Congenital,  Hypertrophic 

Renal  Colic 

Respiratory  Distress  of  Newborn 
Retention  of  Urine,  Acute 
Septicemia 
Shock,  Acute' 

Shunt  Complications,  Ventricular  or  CSF 

Spinal  Cord  Injury  or  Paralysis 

Status  Asthmaticus 

Status  Epilepticus 

Stomach,  Malignant  Neoplasm 

Stroke,  Acute  or  Impending 

Suicide  or  Suicidal  (Attempt,  Risk  or  Tendency) 

Torsion,  Spermatic  Cord 

Tracheal  or  Bronchial  Foreign  Body 

Tumors,  Central  Nervous  System 

Wound,  Open,  of  Orbit 

Wound,  Perforating,  of  Eyeball 
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GENERAL  REASONS  FOR  EXTENDING  THE  LENGTH  OF  STAY 


The  following  list  represents  universal  reasons  which  may  extend 
the  length-of-stay.    This  list  is  to  be  utilized  regardless  of 
diagnosis/problems/signs  and  symptoms  and  may  be  used  by  the 
Review  Coordinator  and/or  the  Physician  Advisor,  except  as 
specifically  indicated. 

I.  General  Complications 

1.  Cardiovascular  complications  (heart  failure,  hypotension, 
rhythm  disturbances    embolus,  etc.) 

2.  Pulmonary  complications  (atelectasis,  pulmonary 
insufficiency,  hyperpnea,  etc.) 

3.  Urinary  complications  (renal  failure,  urinary  tract 
infection,  incontinence,  retention,  hematuria,  etc.) 

4.  G.I.  Complications  (ulcer  symptoms,  G.I.  bleeding, 
irritable  bowel  syndrome,  diarrhea,  ileus,  mechanical 
obstruction,  symptomatic  hemorrhoids,  fecal  impaction, 
etc. ) 

5.  Neurologic  complications  (delirium  tremens,  seizures, 
"psychotic  break,"  senile  dementia,  peripheral 
neuropathy,  paresis,  paralysis,  coma,  etc.) 

II.  Post-operative  Complications*  (Occurring  within  two  (2) 
weeks  of  surgical  procedure) 

1.  Hemorrhage  from  wound  site  (includes  wound  hematoma) 

2.  Wound  infection,  confirmed  or  suspected,  or  other 
manifestation  of  sepsis,  e.g.,  deep  abscesses 

3.  Atelectasis  or  other  pulmonary  involvement 

4.  Dehiscence  of  wound 

5.  Fever 

6.  Fistula 

7.  Thrombophlebitis,  suspected  or  confirmed,  with  or 
without  pulmonary  embolus 

8.  Urinary  dysfunction  (includes:    incontinence,  urinary 
retention,  renal  failure,  and  urinary  infection,  etc.) 


♦Criteria  in  Categories  II,  III  and  IV  can  also  be  used  in  MCEs 

to  assess  quality.  Continued 


GENERAL  REASONS  FOR  EXTENDING  THE  LENGTH  OF  STAY  -  (Continued) 

9.     Bowel  dysfunction  (includes:    irritable  bowel  syndrome, 
diarrhea,  prolonged  ileus,  and  mechanical  obstruction, 
etc. ) 

10.     Cardiovascular  dysfunction  (heart  failure,  hypotension, 
rhythm  disturbances,  etc.) 

n.     Neurologic  dysfunction  (delirium  tremens,  seizures, 
"psychotic  break,"  senile  dementia,  peripheral 
neuropathy,  paresis,  paralysis,  coma,  etc.) 

12.  Septicemia,  confirmed  or  suspected 

13.  Implant  or  transplant  rejection,  confirmed  or  suspected 

14.  Tissue  necrosis 

15.  Abnormal  fluid  collection  at  surgical  site  (seroma, 
urinoma,  lymphocele,  etc.) 

16.  Other,  as  specified  in  the  patient  record  (may  be  used 
only  by  the  Physician  Advisor  for  extending  the  length- 
of  stay) 

ni.  Adverse  Reactions  to  Therapy*  (These  situations  must  be 
related  to  a  specific  diagnosis/problem/signs  and  symptoms 
before  they  can  be  used  to  extend  a  LOS) 

1.  Transfusion  reaction 

2.  Complications  related  to  arterial  or  venous  catheter 
(thrombosis,  embolism,  sepsis,  etc.) 

3.  Adverse  medication  reaction  (allergic,  toxic,  hemorrhagic, 
metabolic,  etc.) 

4.  Complications  of  mechanical  ventilation  (pneumothorax, 
pneumomediastinum,  tracheostomy,  subglottic  stenosis, 
difficulty  in  extubation,  difficulty  in  weaning  from 
respirator,  etc.) 

5.  Other,  as  specified  in  the  patient  record  (may  be  used 
only  by  the  Physician  Advisor  for  extending  the  length- 
of-stay) 


*Criteria  in  Categories  II,  III  and  IV  can  also  be  used  in  MCEs 
to  assess  quality. 

Continued 


GENERAL  REASONS  FOR  EXTENDING  THE  LENGTH  OF  STAY  -  (Continued) 

IV.  Adverse  Reactions  to  Diagnostic  Procedures 

1.  Adverse  reaction  to  injectables  (i.e.,  contrast 
materials,  dyes) 

2.  Complications  following  lumbar  puncture  with  or 
without  other  neurological  studies 

3.  Complications  of  angiography 

4.  Complications  of  endoscopy 

5.  Other  complications  of  diagnostic  procedures,  as 
specified  in  the  patient  record  (may  be  used  only  by 
the  Physician  Advisor  for  extending  the  length-of-stay) 

V.  Extended  Therapy  Programs  (These  must  be  related  to  a  specific 
diagnosis/problem/signs  and  symptoms.) 

1.  Chemotherapy  (and  its  complications),  as  specified  in 
the  patient  record 

2.  Radiation  therapy  (and  its  complications) 

3.  Bilateral  cataract  surgery 

4.  Postpartum  tubal  ligation 

5.  Traction 

6.  Terminal  care 

7.  Other,  as  specified  in  the  patient  record  (may  be  used 
only  by  the  Physician  Advisor  for  extending  the  length- 
of-stay) 

VI.  Other  Medically  Necessary  Reasons  for  Extending  the  Length- 
of^Stay  (When  these  reasons  are  used  for  extending  the  length- 
of-stay,  some  evidence  of  discharge  planning,  either  by  the 
hospital  or  by  the  Review  Coordinator  must  appear  in  the 
patient  record. ) 

1.  Awaiting  placement  in  skilled  care  facility,  bed  not 
available 

2.  Awaiting  placement  in  other  long-term  care  facility  (i.e. 
psychiatric,  rehabilitation,  etc.)  bed  not  available 

3.  Parents  or  guardian  unable  to  cope  (pediatric  cases 
only) 
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EXAMPLES  OF  GUIDELINES  FOR  DETERMINING 


NEED  FOR  SKILLED  NURSING  CARE 


1.  Skilled  supervision  and  management  of  a  complicated  or 
extensive  plan  of  care  for  a  patient,  instituted  by  a  physician, 
in  which  there  is  a  significantly  high  probability,  as  opposed 
to  a  possibility,  that  complications  would  arise  without  the 
skilled  supervision  of  the  treatment  program  by  a  licensed 
nurse. 

2.  Observations,  assessment  and  monitoring  of  a  complicated  or 
unstable  condition,  or  of  the  progress  of  a  rehabilitation 
program.    (Observation  is  a  skilled  nursing  service  when  the 
unstablized  condition  of  the  patient  requires  the  skills  of  a 
licensed  nurse  to  detect  and  evaluate  the  patient's  needs  for 
possible  modification  of  treatment  or  institution  of  medical 
procedures.)    The  need  for  observation  should  be  properly 
documented  in  nursing  notes  and/or  physician  orders  and/or 
progress  notes. 

3.  Skilled  teaching  services  for  self -maintenance  after  discharge. 

4.  Intravenous  or  intramuscular  medications  or  feedings. 

5.  Levine  tube  and  gastrostomy  feedings. 

6.  Naso-pharyngeal  and  tracheotomy  aspiration. 

7.  Insertion  and  sterile  irrigation  and  replacement  of  catheters. 

8.  Application  of  dressings  involving  prescription  medications 
and  aseptic- techniques. 

9.  Treatment  of  extensive  decubitus  ulcers  or  other  widespread 
skin  disorders. 

10.  Heat  treatments  specifically  ordered  by  a  physician  and 
requiring  skilled  supervision. 

11.  Initial  phases  of  a  regimen  involving  administration  of 
medical  gases. 

12.  Skilled  performance  or  supervision  of  therapeutic  exercises  or 
activities. 

13.  Gait  evaluation  and  training  where  ability  to  walk  has  been 
impaired  by  a  rehabilitatable  neurological,  muscular  or 
skeletal  abnormality. 

14.  Skilled  therapy  for  restoration  of  speech  or  hearing. 
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EXAMPLES  OF  SPECIFIC  SERVICES  WHICH  ARE  UNSKILLED 


1.  Administration  of  routine  oral  medications,  eye  drops  and 
ointments. 

2.  General  maintenance  care  of  colostomy  or  ileostomy. 

3.  Routine  services  in  connection  with  indwelling  bladder 
catheters. 

4.  Changes  of  dressings  in  non-infected  post-operative  or  chronic 
conditions. 

5.  Prophylactic  and  palliative  skin  care, 

6.  General  methods  of  treating  incontinence. 

7.  General  maintenance  care  in  connection  with  a  plaster  cast. 

8.  Routine  care  in  connection  with  braces  and  similar  devices. 

9.  Use  of  heat  for  palliative  and  comfort  purposes. 

10.    Administration  of  medical  gases  after  initial  phases  of 
teaching  the  patient  to  institute  therapy. 
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General  supervision  of  exercises  which  have  been  taught  to 
the  patient. 


12.    Assistance  in  dressing,  eating,  and  going  to  the  toilet. 


HSQB  will  soon  have  underway  a  project  to  develop  criteria  for 
review  in  long-term  care  facilities,  both  skilled  and  intermediate 
care.    These  criteria  will  be  submitted  to  the  National  Council 
for  review  prior  to  distribution  to  PSROs  as  sample  criteria. 


LIST  OF  SURGICAL  PROCEDURES  FOR  WHICH 


CRITERIA  HAVE  BEEN  DEVELOPED  BY  THE  AMA 


Sample  Surgical  Criteria  Sets 

Abdominal  Surgery 

Appendectomy 
Cholecystectomy 
Colon,  Resection  of 
Colostomy 

Enterolysis,  Division  of  Peritoneal  Adhesions 

Gastric  Resection 

Hernia,  Repair 

Hiatal  Hernia,  Repair 

Laparotomy  or  Celiotomy,  Exploratory 

Laparotomy,  Abdominal  Trauma 

Pyloric  Stenosis  (Infantilel,  Repair 

Small  Intestine,  Resection 

Vagotomy 

Volvulus,  Intussusception;  Reduction 


Breast  Surgery 

Breast  Biopsy 
Mastectomy 


Cardiac  and  Vascular  Surgery 

Angiography  of  Peripheral  Arteries 

Repair,  Abdominal  Arota  for  Aneurysm 

Replacement,  Ascending  Aorta  and  Aortic  Valve 

Repair  of  Acute  Dissection  of  Aorta 

Repair  of  Descending  Thoracic  Aortic  Aneruysm 

Repair,  Aortic  Stenosis,  Pediatric  Age 

Aortic  Valve  Replacement 

Thoracic  Aortography,  Aortogram,  Arch  Study 

Coronary  Arteriography,  Ventriculography 

Repair,  Atrial  Septal  Defect 

Repair,  Major  Blood  Vessels,  Children 

Insertion,  Replacement;  Cardiac  Pacing  Device 

Cardiac  Catheterization 

Coarctation,  Thoracic  Aorta 

Carotid  Endarterectomy ,  Atherosclerotic  Disease 

Endocardial  Cushion  Defects 

Insertion,  Intra-Aortic  Balloon  Counterpulsation  Device 

Mitral  Valve  Replacement,  Arteriosclerotic  Coronary  Occlusive  Disease 

Mitral  Valve  Replacement,  Repair 

Continued 


Cardiac  and  Vascular  Sut^gery  -  (Continued) 

Direct  Myocardial  Revascularization 
Chronic  Occlusive  Disease  of  Arteries 
Patent  Ductus  Arteriosus 
Pericardiectomy 
Pulmonary  Atresia 
Pulmonary  Stenosis 

Total  Anomalous  Pulmonary  Venous  Return 

Transposition     Great  Arteries 

Tetralogy  of  Fallot 

Repair,  Replacement;  Tricuspid  Valve 

Tricuspid  Atresia 

Truncus  Arteriosus 

Repair,  Replacement;  Multiple  Valves 
Excision,  Ligation;  Varicose  Veins 
Resection,  Postinfarction  Ventricular  Aneurysm 
Repair,  Ventricular  Septal  Defect 
Postinfarction  Ventricular  Septal  Defect 

Colon  and  Rectal  Surgery 

Abscesses  of  Anal  and  Rectal  Region 
Fissure  in  Ano  (Division  of  Anal  Sphincter) 
Fistula  in  Ano  (Peri -Rectal  Tissue) 
Hemorroidectomy 

Pilonidal  Disease;  Excision,  Incision  for 
Rectum,  Repair  or  Plastic  Operation 

Diagnostic  Procedures 

Bronchoscopy 

Colonoscopy 

Esophagoscopy 

Esophagogastroduodenoscopy 
Liver  Biopsy 
Renal  Biopsy 
Thoracentesis 

Neurological  Surgery 

Angiography,  Head  and  Neck 
Carpal  Tunnel  Release 

Cervical  Nerve  Root(s)  or  Spinal  Cord  Compression 
Craniotomy 

Lumbar  Nerve  Root(s),  Compression 
Meningocele  or  Myelomeningocele,  Repair 
Myelography 

Peripheral  Nerves,  Secondary  Repair 
Skull  Fractures  or  Skull  Defects 
Ventricular  Shunt  Procedures 

Continued 


42. 


Obstetric  and  Gynecologic  Surgery 


Amniocentesis 
Conization  of  Cervix 

Lesions  of  Cervix,  Vagina,  Vulva;  Local  Excision 

Cesarean  Section,  Primary 

Cesarean  Section,  Repeat 

Colporrhaphy,  Anterior 

Colporrhaphy,  Posterior 

Dilatation  and  Curettage,  {In  pregnancy). 

Dilatation  and  Curettage,  (Not  in  pregnancy) 

Hysterectomy,  Abdominal 

Hysterectomy,  Vaginal 

Laparoscopy,  Pelvic 

Non-Stress  Test 

Oophorectomy,  Salpingectomy,  Salpingo-^ophorectomy 
Oxytocin  Challenge  Test 
Sterilization,  Tubal 
Ultrasound,  Obstetric 


Ophthalmalogic  Surgery 

Cataract  Surgery 
Corneal  Surgery 
Enucleation 
Glaucoma  Surgery 
Strabismus  Surgery 

Oral  Surgery 

Al  veoloplasty 

Extraction,  Tooth  (Forceps). 
Removal,  Tooth  (Surgical) 

Orthopedic  Surgery 

Arthrocentesis 
Arthrodesi  s 

Arthroplasty;  Joint  Replacement,  Hip,  Knee 

Arthrotomy 

Bunionectomy 

Foot,  Posterior  Medial  Release 

Fusion,  Cervical  Spine 

Fusion,  Lumbar  Spine 

Heel  Cord  Lengthening 

Hip  Flexor  Release 

Meniscectomy 

Osteotomy 

Synovectomy,  Knee 

Continued 


43. 


Otolaryngologic  Surgery 


Dissection,  Radical  Neck 

Excision,  Removal;  Head  and  Neck  Skin  Lesions 
Excision,  Neck  Mass 
Excision,  Salivary  Glands 
Glossectomy 

Incision  and  Drainage,  Deep  Neck  Abscess 

Laryngeal  Surgery 

Laryngoscopy 

Mastoidectomy 

Myringoplasty 

Myringotomy  (or  Tympanocentesisl 

Nasal  Polypectomy  (Nasal  Accessory  Sinus  Surgery) 

Nasal  Septal  Surgery 

Reduction,  Facial  Fracture  (Open  or  Closed) 

Rhinoplasty 

Stapedectomy 

Tons i 1 1 ectomy/Adenoidectomy 
Tracheostomy 

Radiologic  Procedures 

Brachytherapy;  Implantation  or  Insertion,  Radioactive  Element 
Skin  Surgery 

Excision,  Removal,  Lesions  of  Skin,  Subcutaneous  Tissue  (Local) 
Excision  of  Skin  Lesion,  Malignant  (Wide/Radical) 
Reconstructive  Surgery  Following  Cancer  Ablation 

Thoracic  Surgery 

Mediastinotomy 

Resection,  Lung;  Open  Lung  Biopsy 

Segmentectomy,  Lobectomy,  Pneumonectomy,  Wedge  Resection 
Thyroid  Surgery 

Para thyroi  dec tomy 
Thyroidectomy 

Urological  Surgery 

Circumcision 

Cystoscopy 

Cystourethroscopy 

Dilatation,  Urethra 

Evacuation,  Bladder  (Transurethral) 

Excision,  Destruction,  Bladder  Tissue  (Transurethral) 

Excision,  Hydrocele 

Continued 


44. 


Urological  Surgery  -  (Continued! 
Nephrectomy 

Orchiectomy,  Unilateral 
Orchiopexy 

Prostatectomy,  Transurethral 
Pyeloplasty 

Reimplantation,  Ureteral 
Urethroplasty 

Urinary  Stress  Incontinence 


r 


LIST  OF  REFERENCE  CRITERIA  SETS 


Abdominal  Aortic  Aneurysm  1 

Abdominal  Pain   3 

Abdominal  Trauma  ,  4 

Abdominal  Tumors,  Pediatric  Age  Group  6 

Abortion,  Induced  8 

Aborti  on ,  Spontaneous  10 

Abortion  (Threatened)  12 

Abcesses  of  Anal  and  Rectal  Regions   14 

Achalasia  (Cardiospasm),  Diffuse  Esophageal  Spasm   15 

Alcoholism  -  See  Psychiatric  Admission  369 

Amniotic  Membrane,  Premature  Rupture   17 

Amputation,  Thumb,  Fingers  or  Hand,  Traumatic   19 

Anemia,  Aplastic  20 

Anemia,  Hemolytic,  Acquired   22 

Anemia,  Iron  Deficiency   ,  24 

Anemia,  Pernicious   ,  26 

Anemia,  Sickle  Cell  28 

Aneurysm,  Aortic,  Thoracic   ,  30 

Anomalies  of  Face  and  Skull  Bones   32 

Aortoiliac  Arterial  Occlusive  Diseases,  Chronic   33 

Appendicitis  35 

Arthritis  of  Hip,  Degenerative  37 

Arthritis  of  Knee,  Degenerative   38 

Arthritis,  Rheumatoid,  Medical  Management   39 

Arthritis,  Rheumatoid,  Surgical  Management  41 

Arthritis,  Septic   43 

Ascites  of  Unknown  Etiology   ,  45 

Asthma   47 

Atrial  Fibrillation  49 

Back  Pain  51 

Behavior  Disorders  of  Childhood  or  Abolescence    -  See 

Psychiatric  Admission   371 

Biliary  Tract,  Liver  (Adult),  Pancreas,  Small  Bowel,  (Adult), 

Stomach,  Malignant  Neoplasms   53 

Brain  Abscess  . ,  55 

Branchial  Cleft,  Cyst  or  Fistula:    Thyroglossal  Cyst, 

Persistent  Thyroglossal  Duct   56 

Breast  Masses  57 

Bronchitis,  Bronchiolitis,  Laryngitis,  and  Tracheitis, 

Acute,  in  Children   59 

Bronchitis,  Chronic,  and  Emphysema   61 

Bullous  Disease   53 

Bunion  55 

Burns,  Thermal  and  Chemical   66 

Cardiac  Arrhythmia,  Suspected,  in  Children   68 

Cardiac  Dysrhythmias   

Carpal  Tunnel  Syndrome   72 


Cataract  ,  ,  73 

Cerebellar  Degeneration   ,  75 

Cerebral  Hemorrhage   ,  ^.    .......... .76 

Cerebral  Palsy  and  Congenital  Malformations  .  .  .  .78 

Cerebral  Trauma,  Acute  ,.79 

Cervical  Masses  ..,•..........!!!!!.'!.*  1  [si 

Cervical  Strain  or  Sprain,  Neck  Pain  ,  !...*83 

CervicoBrachial  Syndrome,  Cervical  Disc  1!84 

Cervix,  Carcinoma,  Invasive:    Admission  for  Therapy   !!!!!86 

Cervix,  Carcinoma,  Invasive:    Residual  or  Recurrent   88 

Cervix,  Possible  Invasive  Carcinoma   ,  90 

Chest  Trauma  , . . ,  ,  | '  92 

Child  Abuse    .9^ 

Cholelithiasis  and  Cholecystitis,  Acute  and  Chronic   '.'.'.'.'.'.96 

Cirrhosis   ,  98 

Colon  and  Rectum,  Malignant  Neoplasm  ,   loo 

Coma  -  Stupor  102 

Contractures  and  Deformities  of  Joints   !l03 

Contusion  of  Face,  Scalp  and  Neck  ,.  !!l04 

Convulsions  of  Unknown  Etiology  and  Epilepsy  .,  105 

Corneal  Disease   ,  ,  !!!!l06 

Cystic  Fibrosis   ,  ,  !l08 

Dacryostenosis  and/or  Dacryocystitis   !  !]ll0 

Dento-Alveolar  Pathology  112 

Dermatitis,  Generalized  ,  !l  14 

Diabetes  Mellitus,  Coma  and  Pre-Coma  !!!!!ll5 

Diabetes  Mellitus  in  Children  and  Adolescents   !.!!ll7 

Diabetes  Mellitus,  with  Chronic  Complications   119 

Dislocation  of  Patella,  Recurrent  121 

Dislocation  of  Shoulder,  Recurrent  ,122 

Disorders  of  Facial  Nerves  !!!l23 

Disorders  of  Peripheral  Nervous  System  .*!l24 

Diverticular  Disease  of  Colon  ..,  !  J25 

Drug  Abuse/Drug  Dependence  -  See  Psychiatric  Admission   '.'.'.'.'.'.'.372 

Drug  Reactions,  Dermatol ogic  Manifestations   127 

Dysphagia  T28 

Ear,  External,  Diseases  129 

Ear,  Inner,  Diseases  -  Including  Temporal  Bone   ,  130 

Ear,  Middle,  Diseases  132 

Encephalocele  !!!!!!  !!l 34 

Encephalopathy  (Toxic  -  Metabolic)   .^3S 

Endocarditis,  Infectious    136 

Endometriosi s  1 38 

Endometrium,  Malignant  Neoplasm  .}39 

Endotoxi  c  Shock  !!!!!!.*!  1 40 

End  State  Renal  Disease  Care  Requiring  Maintenance 

Dialysis  ,  142 

Enteritis,  Non-Infectious  in  Children  and  Adolescents   144 

Epilepsy  and  Convulsions  in  Children   146 

Esophageal,  Atresia  and  Tracheoesophageal  Fistula, 

Pediatric  Age  Group  148 


ii. 


Esophageal  Hiatus  Hernia  or  Gastroesophageal  Reflux   150 

Esophagus,  Chemical  Injury,  Acute   152 

Esophagus,  Diseases   ,  ,  153 

Extracranial  Arterial  Occlusive  Disease   155' 

Facial  Bones  (Except  Nasal  Bones),  Cysts  and  Fractures   157 

Facial  Bones  (Except  Nasal  Bones),  Malignant  Neoplasm   159 

Fatigue  and  Disability  -  Malaise  and  Fatigue   161 

Fever  of  Undetermined  Origin   162 

Fissure- In-Ano   ,  164 

Fistula-In-Ano   "165 

Fluid  and  Electrolyte  Imbalance   ,  166 

Folic  Acid  Deficiency  ,  168 

Fracture,  Dislocation,  Vertebral,  With  Spinal  Cord  Injury   170 

Fracture  of  Ankl  e  ,  ,  1 72 

Fracture  of  Base  of  Skull,  Open  or  Closed   174 

Fracture  of  Elbow   176 

Fracture  of  Hip,  Femoral  Neck  or  Intertrochanteric  177 

Fracture  of  Metacarpal  or  Phalangeal  Bones   178 

Fracture  of  Pelvis  179 

Fracture  of  Shaft  Tibia/Fibula  ,  ,  180 

Fracture  of  Vertebrae,  Cervical /Dorsal /Lumbar  182 

Fracture,  Open  (Compound)    ,  184 

Fracture,  Shaft  of  Humerus  ,  185 

Fracture,  Skull  Vault  .-186 

Gastric  or  Duodenal  Ulcer  187 

Gastroenteritis,  Acute,  in  Children  189 

Gastrointestinal  Hemorrhage  ,  191 

Genitalia,  Male,  Diseases,  External  Organs   193 

Glaucoma  195 

L  Glomerulonephritis,  Acute  (Post  Streptococcal  Glomerulonephritis). .197 

Goiter  or  Hyperthyroidism   ,  199 

Head  and  Neck,  Malignant  Neoplasms   ,  ...201 

Head  Injury,  Closed  (Cerebral  Trauma,  Acute)  203 

Headache  (Migraine  or  Unspecified)   205 

Heart  Disease,  Arteriosclerotic   206 

Heart  Disease,  Congenital   208 

Heart  Disease,  Valvular  210 

Heart  Failure,  Congestive   -  212 

Hematuria  •  214 

Hemophi  1  i  a  ,  21 5 

Hemorrhoids  •  «  216 

Hepatitis   •  218 

Hernia,  Inguinal,  Femoral,  Umbilical,  Ventral   •  220 

Herniated  Nucleus  Pulposus  222 

Herpes  Zoster  224 

Hodgki  ns  Di  sease  225 

Huntington's  Disease  (Hereditary  Chorea)  227 

Hydrocephalus,  Congenital  "ooq 

Hyperbilirubinemia  in  Newborn    229 

Hypercal  cemi  a  •  •  •  •  ■>  •  •  •  231 

Hypertension  ,   .233 


iii . 


Hypoglycemia  ,  235 

Hypospadi  us   , . . ,  , . . ,  237 

Hypothyroi  di  sm   ,  , . . ,  238 

Infant,  Newborn,  Normal  240 

Infectious  Mononucleosis  .......241 

Infertility,  Involuntary,  Female  ,  242 

Inflammatory  Bowel  Disease   ,  243 

Injury,  Peripheral  Nerve  ,  245 

Intestinal  Obstruction,  Small  Intestine  .......246 

Intussuseption,  Pediatric  Age  Group  248 

Jaundice  (In  Adults)  250 

Joint  Pain  and  Swelling  252 

Knee  -  Internal  Derangement  253 

Labor,  Elective  Induction  ,  254 

Lead  Poisoning   ,  ,  256 

Leukemia  258 

Lips  and  Mouth,  Diseases   ,  260 

Liver  Disease  of  Unknown  Etiology   262 

Low  Back  Pain   ,  264 

Lymphatic  Diseases   ,  266 

Malabsorption  Diseases  ,  ,  268 

Mallet  Finger  -  Trigger  Finger  270 

Manic  Depressive,  Manic  Type  -  See  Psychiatric  Admission   374 

Maxillary  Disease  of  Dental  Origin   271 

Maxillofacial  Fractures  and  Trauma   273 

Meningitis,  Bacterial,  Fungal,  Tuberculous  275 

Meningitis,  Meningoencephalitis  in  Children,  After 

2  Months  of  Age  277 

Meningitis,  Viral  279 

Mental  Retardation  of  Childhood  or  Adolescence  - 

See  Psychiatric  Admission  ,  ,  ...376 

Motor  Neuron  Disease   ,  281 

Multiple  Sclerosis  (Disseminated  Sclerosis)  ,  282 

Muscular  Dystrophy  and  Other  Myopathies  283 

Myasthenia  Gravis  284 

Mycosis  Fungoides   286 

Myeloma,  Multiple   288 

Myocardial  Infarction,  Acute   290 

Nasal  Accessory  Sinuses,  Diseases  292 

Nausea  and  Vomiting   ,  294 

Neurosis,  Anxiety  -  See  Psychiatric  Admission   377 

Neurosis,  Depressive  -  See  Psychiatric  Admission   379 

Non-Psychotic  Brain  Syndrome  of  Childhood  or  Adolescence  - 

See  Psychiatric  Admission  381 

Nose,  Deformities  and  Injuries   295 

Nose,  Diseases   296 

Ocular  Injury  ,  298 

Omphalocele  or  Gastroschisis,  Pediatric  Age  Group   300 

Oral  and  Maxillofacial  Cysts   302 

Oral  and  Maxillofacial  Deformities  304 

Oral  and  Maxillofacial  Infections  and  Inflammations   306 


iv. 


Oral  and  Maxillofacial  Neoplasms,  Benign  and  Malignant   308 

Oral  Tissues,  Atrophic  and  Hypertrophic  Conditions   310 

Osteoarthritis  of  Cervical  Spine,  Spondylosis,  Cervical   ,  312 

Osteomyelitis   314 

Otitis  Media,  Acute,  in  Children  and  Adolescents   316 

Otitis  Media,  Chronic,  in  Children  and  Adolescents   317 

Ovarian  Tumor  (Cystic  or  Solid,  Benign  or  Malignant)   318 

Pancreatitis,  Acute   ,  320 

Pancreatitis,  Chronic  322 

Parkinson's  Disease  (Paralysis  Agitans)   ,  324 

Pelvic  Inflammatory  Disease,  Acute  ,  325 

Pelvic  Pain  .,  327 

Pelvic  Relaxation  ,  329 

Pericardial  Disease  331 

Peripheral  Arterial  Occlusive  Disease,  Lower  Extremity,  Chronic  ...333 

Peripheral  Edema  ...........  ^  ,  335 

Personality  Disorders  and  Certain  Other  Non-Psychotic  Mental 

Disorders  of  Childhood  or  Adolescence  -  See  Psychiatric 

Admission   .,  ,  »  382 

Pharynx  -  Tonsils  and  Adenoids,  Diseases   336 

Pneumonia  (Adult)   ,  338 

Pneumonitis  in  Children  340 

Pneumothorax,  Spontaneous   ,  342 

Poisoning  in  Children  and  Adolescents  (Accidental)  344 

Postmaturi  ty  Syndrome  346 

Pregnancy,  Bleeding  in  the  Latter  Half   348 

Pregnancy,  Complicated  by  Diabetes  ,   350 

Pregnancy,  Complicated  by  a  Previous  Cesarean  Section  352 

Pregnancy,  Ectopic  ,  ,...354 

Pregnancy  with  Labor   ,  356 

Pressure  Sores  ...358 

Proteinuria  359 

Psoriasis  361 

Psychiatric  Admission  (General  Indications)   363 

Psychiatric  Admission,  Alcoholism   369 

Psychiatric  Admission,  Behavior  Disorders  of  Childhood 

or  Adol  escence  371 

Psychiatric  Admission,  Drug  Abuse/Drug  Dependence   372 

Psychiatric  Admission,  Manic  Depressive  Illness,  Manic  Type   374 

Psychiatric  Admission,  Mental  Retardation  of  Childhood   376 

Psychiatric  Admission,  Neurosis,  Anxiety   377 

Psychiatric  Admission,  Neurosis,  Depressive   379 

Psychiatric  Admission,  Non-Psychotic  Brain  Syndrome  of 

Childhood  or  Adolescence   381 

Psychiatric  Admission,  Personality  Disorders  and  Certain 

Other  non-Psychotic  Mental  Disorders  of  Childhood 

or  Adolescence  •  382 

Psychiatric  Admission,  Psychophysiological  Uisorders  of 

Childhood  or  Adolescence   382A&B 

Psychiatric  Admission,  Psychoses,  Acute  Confusional  State 

of  Adolescence   383 

Psychiatric  Admission,  Psychosis,  Depressive   385 

Psychiatric  Admission,  Psychosis  with  Organic  Brain  Syndrome   387 


Psychiatric  Admission,  Schizophrenia  (Adult  and  Adolescent)  ...,.,.389 
Psychiatric  Admission,  Special  Symptoms  of  Childhood 

or  Adolescence  391 

Psychiatric  Admission,  Transient  Situational  Disturbance 

(Adult  or  Adolescent)  ,  393 

Psychoses,  Acute  Confusional  State  of  Adolescence  - 

Psychiatric  Admission  383 

Psychosis,  Depressive  -  See  Psychiatric  Admission   ,  385 

Psychosis  with  Organic  Brain  Syndrome  -  See 

Psychiatric  Admission   ,  ,  387 

Pulmonary  Embol  i sm  ,  ,  395 

Pulmonary  Tuberculosis  ,  ,  ,  ,  ..397 

Pyloric  Stenosis,  Congenital,  Hypertrophic    ,  399 

Redundant  Foreskin,  Phimosis  and  Paraphimosis   401 

Renal  Failure,  Acute  402 

Renal  Failure,  Chronic  ,  404 

Respiratory  Distress  Syndrome  in  the  Newborn   ,  406 

Respiratory  Tract,  Malignant  Neoplasms   ,  ,  408 

Reti nal  Detachment  . . . . ,  ,  410 

Rheumatic  Fever,  Acute,  in  Children   ,  412 

Salivary  Glands,  Diseases   ..,  414 

Schizophrenia'CAdult  and  Adolescent  )  -  See 

Psychiatric  Admission  389 

Shunt  Complications,  Ventricular  or  CSF  (For  Hydrocephalus)   416 

Skin  and  Subcutaneous  Tissues  of  Head  and  Neck,  Diseases   417 

Skin,  Benign  Neoplasm  ,  418 

Skin,  Malignant  Neoplasm  419 

Special  Symptoms  of  Childhood  or  Adolescence  -  See 

Psychiatric  Admission   391 

Spina  Bifida  ,  , .421 

Sterilization,  Male,  Elective  422 

Sterilization,  Surgical,  Female   423 

Strabi  smus   ,  ,  424 

Stroke,  Acute  (With  or  Without  Paralysis)   ....426 

Subdural  or  Extradural  Hemotoma  (Traumatic  Intracranial 

Bleeding)   •  427 

Systemic  Lupus  Erythematosus  ,   ,428 

Testicle,  Undescended    ,.  ,  429 

Thrombocytopeni  a   ,  430 

Thrombophlebitis  of  Lower  Extremity   431 

Thrombosis  or  Embolism  of  Abdominal  Aorta  and/or  Arteries 

of  Lower  Extremities,  Acute   ,  ,.433 

Thyroid  Mai ignancy   ,  .435 

Tonsil  or  Adenoid  Disease  in  Children  or  Adolescents   437 

Trachea,  Bronchi  and  Larynx,  Diseases   ,  439 

Tracheal  or  Bronchial  Foreign  Body,  Pediatric  Age  Group   441 

Tracheobronchitis,  Acute   ,  443 

Transient  Situation  Disturbance  (Adult  or  Adolescent)  - 

See  Psychiatric  Admission   ,  339 

Trigeminal  Neuralgia  (Tic  Douloureux)   445 

Tumors,  Central  Nervous  System  (Including  Brain  and  Spinal  Cord)  ..446 
Tumors,  Peripheral  Nervous  System   ,  448 


vi. 


Upper  Respiratory  Infection  in  Children  and  Adolescents   450 

Urinary  Incontinence,  Stress,  (Female)   ,  ,  .451 

Urinary  Tract  Infection,  Adult    ,  452 

Urinary  Tract  Infection  in  Children  and  Adolescents   454 

Urinary  Tract,  Lower,  Malignancy  ,  ,  .456 

Urinary  Tract  Obstruction,  Lower,  Benign   458 

Urinary  Tract  Obstruction,  Upper   460 

Urinary  Tract,  Upper,  Tumors  462 

Urolithiasis  ,  464 

Uterine  Bleeding,  Dysfunctional   465 

Uterus ,  Leiomyoma  ^  ,  466 

Varicose  Veins,  Simple,  Lower  Extremity   468 

Varicose  Veins  with  Ulceration:    Dermatitis,  Stasis, 

With  or  Without  Ulceration  ,  469 

Vertigo  (Meniere's  Syndrome)   471 

Volatile  Hydrocarbon  Poisoning  472 

Vulvo-Vaginal  Abscess  .,  ,  473 

Weight  Loss,  Unknown  Cause  ,  474 


vii. 


ABDOMI NAL  AORTIC  ANEURYSM 


H-ICDA 
441.3, 
441 .4 


ICDA-8 
441.2 


ICD-9-CM 
441.0,  441.3 
441.4,  441.5, 
441 .6 


A. 


B. 


ON  REVIEW 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Scheduled  for  arteriography  (See  procedural  indica- 
ti  ons ) 

3.  Scheduled  for  operative  evaluation 
INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —    (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Diagnostic  or  operative  complications:  Hemorr- 
hage, bowel  ischemia,  pancreatitis,  intestinal 
obstruction,  renal  insufficiency,  cardiac 
failure,  prolonged  ileus,  graft  thrombosis, 
arterial  thrombosis  or  embolism,  cardiac 
arrhythmia,  myocardial  infarction,  infection. 

b.  Venous  thrombosis  and/or  pulmonary  embolus 

c.  Pulmonary  insufficiency 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Palpable  pulsatile  abdominal  mass 

2.  Positive  radiologic  or  ultrasound  evidence  of 
aneurysm  and  satisfactory  cardiac,  pulmonary,  and 
renal  status 

3.  Abdominal  or  back  pain 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Pathology  report  of  atherosclerosis 


II. 


VALIDATION  OF: 


Continued 


These  crTter'a  are  "3r  screening  :atient  ijre 
-or  suoseauent  inysician  -eview  only  jnd 
20  lot  csnsfitute  s-andaras  zf  ;sre. 


ABDOMINAL  AORTIC  ANEURYSM  -  Continued 

2.  Radiologic  or  ultrasound  scan  evidence  of 
aiieurysm 

3.  Operative  report  of  aneurysm 

HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Lab  tests:  BUN,  electrolytes,  blood 
sugar,  type  and  cross  match  whole 
blood 

B.  Radiologic  examination  of  the 
chest 

C.  Electrocardiogram 

D.  Radiologic  or  sonographic  demonstra- 
tion of  aneurysm 

E.  Use  of  post-operative  intensive  or 
critical  care 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

INSTRUCTIONS]   

V.  INDICATIONS  FOR  DISCHARGE 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Absent 


These  cr'tepia  ir»  far  scrwimq  :af:»nt  car* 
■or  suose<iuent  jnyiician  -•view  :nly  ma 
30  lot  canstlfu-ta  siandams  if  :ars. 


ABDOMINAL  PAIN  H-ICDA  ICDA-8  ICD-9-CM 

(Etiology  Unknown)  780.0  785.5  789.0 


I.  UTILIZATION  REVIEW: 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  AbdominaT  pain  with  physical  findings  suggesting 
surgical  abdomen  (e.g.,  guarding,  localized 
tenderness,  rebound  tenderness) 

2.  Abdominal  pain  and  associated  disease  (e.g., 
Addison's  disease,  diabetes,  sickle  cell  disease) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general) 

a.  Exploratory  celiotomy  without  positive  findings 

b.  Invasive  diagnostic  procedure  without  positive 
findings 

II.  VALIDATION  OF: 

A.  ■  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Documentation  on  chart  of  abdominal  pain..  If 
demonstrated  etiology,  refer  to  new  diagnosis 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Documented  plan  of  action  for  diagnostic  investigation 
(e.g.,  CBC,  urinalysis,  serum  amylase,  rectal  and  pelvic 
exam,  barium  contrast  studies,  I VP,  KUB,  chest  x-ray, 
surgical  procedures)  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  " 

A.     Pain  relieved 

V.  INDICATIONS  FOR  DISCHARGE 

A.     If  intractable,  refer  to  pain  center 


ThM«  cr't»ri»  ir»  'or  3cr»«ninq  :if!«it  ar* 
'or  suosMuant  invsielan  -svitw  only  wd 
M  lot  csnsttfjct  sjandans  of  :are. 


ABDOMINAL  TRAUMA  H-ICDA  ICDA-8  ICD-9-CM 

(Penetrating  or  blunt)         863-869  863-869  863-869 

(.0  &  (.0  & 

.1  series)         .1  series) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.      For  observation  and  possible  celiotomy  following 
history  of  trauma 

Z.  Shock 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Respiratory  complications  (e.g.,  pneumonia, 
pleural  fluid,  atelectasis) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  abdominal  trauna  (blunt  or  penetrating) 

2.  Abdominal  pain  with  history  of  trauma 

3.  Hypotention  and  laboratory  evidence  of  hypovolemia 
and/or  anemia 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  intra-abdominal  injuries  if 
abdominal  operation  is  done 

2.  Positive  abdominal  paracentesis  (e.g.,  blood, 
intestinal  contents) 

3.  Radiologic,  sonographic  or  radioisotopic  evidence 
of  visceral  laceration,  rupture  or  perforation 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND " THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of  chest  and  abdomen  to  include 

Continued 


ThM*  crlteris  ire  'or  5cr««n1nq  jafisnt  zm 
'or  jubseouent  onysie-an  -"view  3nly  md 
30  "ot  isnsfit'jt*  stanaans  tm. 


ABDOMINAL  TRAUMA    -  Continued 

supine,  erect  and/or  lateral  decubitus 

positions  Review  if  Absent 

B.  Exploratory  laparotomy  when  shock  is 

uncontrolled  with  blood  replacement       Review  if  Absent 

C.  Catheterization  of  urinary  bladder 
if  unable  to  void  or  if  in  shock 

or  unconscious  Review  if  Absent 

D.  Nasogastric  aspiration  prior  to 

induction  of  anesthesia  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Resolution  of  symptoms  when  operation  not  done 


These  cr-tsn»  ir»  ^'or  5cr««flina  satient  car* 
-or  suosMuent  3nv5ician  -•view  jnly  jna 
-0  ~oz  :3nsf:rjts  nanoarjs  3t  ;ir«. 


ABDOMINAL  TUMORS,  PEDIATRIC 
AGE  GROUP 
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I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.       Diagnosis  or  suspicion  of  abdominal  tumor 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Bone  marrow  depression  (white  blood  count  less 
than  3000) 

b.  Postoperative  intestinal  obstruction 

c.  Need  for  initial  chemotherapy 


II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 


1.  Positive  pathology  report 

2.  Radiologic  confirmation  of  abdominal  mass 

3.  Palpable  abdominal  mass 

4.  Operative  report  of  an  abdominal  tumor 

III.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  chest  and 

abdomen  and  intravenous  pyelogram         Review  if  Absent 

Continued 


T>iese  ir'tena  irt  '3p  3cr««flinq  :afisnt  cire 
-or  suoseauent  :nysic:jn  -•view  -rnly  ind 


ABDOMINAL  TUMORS,  PEDIATRIC  -  Continued 
AGE  GROUP 


B.  Operation  within  4  days  of  admission 

(for  malignant  neoplasm)  Review  if  Absent 

C.  Consultation,  staging  and  decision  for 
subsequent  management  with  treatment 
specialists  (surgeon,  therapeutic 
radiologist,  medical  oncologist)  in  the 
presence  of  presumed  or  established 

primary  or  metastatic  disease.  Review  if  Absent 

D.  Needle  aspiration  of  mass  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thtse  srltena  are  for  3cr««n1ng  aatient  car* 
ror  subSMUtnt  inyticiin  --view  ;nly  md 
ao  ''Ot  lansfit'jti  stanaams  of  cars. 


ABORTION,  INDUCED  (First  Tri-      H-ICDA        ICDA-8  ICD-9-CM 
mester  of  Pregnancy)  640.9         640,  641  635 

641 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.      Induced  abortion  in  first  trimester  of  pregnancy 

a.     Only  when  concomitant  medical  condition  or  no 
ambulatory  surgery  facility  available 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Postabortal  sterilization  (only  in  absence  of 
ambulatory  surgery  facility) 

b.  Uterine  perforation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Patient's  desire  for  induced  abortion 

2.  Adequate  documentation  of  the  severity  of  the 
medical  indication  for  abortion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Pathology  report  confirming  products  of  conception 

III.  OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  the  estimated  gestational 

age  Review  if  Absent 

B.  Documentation  of  pelvic  exam  findings  Review  if  Absent 

C.  Delivery  of  products  of  conception  Review  if  Absent 

D.  Administration  of  Rh-immune  globulin 
within  72  hours  to  all  Rh-negative 

patients  not  previously  sensitized  Review  if  Absent 

Continued 


Th«s«  cr'^ter's  irs  -'ar  scrssninq  jafient  art 
•=or  suosMu«nt  cnysician  -•view  only  ind 
30  'oz  :3nst-fJt«  5?3no»r<3S  :ire. 


ABORTION,  INDUCED  (First  Trimester    -  Continued 
of  pregnancy) 

E.     Passage  of  deciduous  cast  and/or  absence  of 

villae  in  tissue  specimen  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions!    

A.     Family  planning  advice  if  appropriate 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Bleeding  satisfactorily  controlled 


T>iej«  criteria  in  fsr  ;cr9«nina  jjfient  urs 
•or  suDSMu«nt  jnysicijn  -•view  :niy  md 
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ABORTION,  SPONTANEOUS  H-ICDA  ICDA-8  ICD-9-CM 

(inevitable  or  incomplete)  643.1,  643  634 

643.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.       Suspicion  of  inevitable  or  incomplete  spontaneous 
abortion  with  obstetrical  or  medical  complications 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Uterine  perforation 

b.  Continued  bleeding 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Pregnancy  of  less  than  20  weeks  gestation  with 

rhythmic  uterine  contractions  and  cervix  dilating 
and  effacing,  and/or  evidence  of  bleeding,  and/or 
passage  of  part  of  the  products  of  conception 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Pathology  report  of  products  of  conception 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  estimated  gestational 

age  Review  if  Absent 

B.  Estimate  of  amount  of  blood  loss  on 
admission  and  evaluation  of  cardio- 
vascular state  Review  if  Absent 

C.  Documentation  of  pelvic  findings 
including  a  description  of  the  status 

of  the  cervix  Review  if  Absent 

D.  Delivery  of  the  products  of  conception     Review  if  Absent 

Continued 


Thest  cr'tar-a  irs  '^r  scrsetiinq  :af!ent  :aP! 
-or  suBSMuent  ;ny5ici3n  -•view  jnly  ind 
:o  -ot  :3ns-:: '-■j:a  jianoanjs  if  tjr*. 


ABORTION.  SPONTANEOUS 

(inevitable  or  incomplete)  -  Continued 


E. 


Administration  of  Rh-immune  globulin 
within  72  hours  to  all  Rh  negative 
patients  not  previously  sensitized 


Review  if  Absent 


F. 


Passage  of  decidual  cast  and/or 
absence  of  villae  in  tissue  specimen 


Review  if  Present 


IV.  DISCHARGE  PLANNING    (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

A.     Family  planning  advice 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Absence  of  post-abortal  hemorrhage 


I 


ThiM  criteria  irs  ^or  scrs«ninq  satient  cars 
5UD$e<Ju«nt  ;nysici»n  "sview  only  ind 
10  10Z  csnstit'Jte  stanasms  of  z3rt. 


ABORTION  (Threatened)  H-ICDA        ICDA-8  ICD-9-CM 

632.3         632.3  640.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Suspicion  of  threatened  abortion 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Continued  bleeding  and/or  pain  without  abortion 
or  evidence  of  an  inevitable  abortion  or  sepsis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Pregnancy  with  bleeding  and/or  pain 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Continuation  of  pregnancy  with  bleeding  (and  pain, 
if  present,)  subsiding,  verified  by  physical 
examination  and/or  ultrasound 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  estimated  gestational 
age  (historical  or  ultrasonographic 

estimate)  Review  if  Absent 

B.  Documentation  of  amount  of  bleeding  (and 
statement  of  uterine  contractions,  if 

present)  on  admission  Review  if  Absent 

C.  Documentation  of  pelvic  findings 
including  a  description  of  the  status 

of  the  cervix  Review  if  Absent 

D.  Passage  of  decidual  cast  and/or  absence 

of  villae  in  tissue  specimen  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

Continued 


Thes«  cr-itBria  in  for  scrwninq  :afi»nt  cir« 
-or  suose<Ju«nt  invsician  --view  cnly  ind 
JO  not  janstltutt  standsns  ji*  zzn. 


ABORTION  (Threatened)  -  Continued 

V.       INDICATIONS  FOR  DISCHARGE 

A.     Pregnancy  continuing  with  satisfactory  control 
bleeding  and  pain 


These  or'terij  jr«  'or  scrsening  jafient  cars 
•'or  suose<3u«nt  ;nys1c:an  -svie*  only  ma 


ABSCESSES  OF  ANAL  AND  H-ICDA  ICDA-8  ICD-9-CM 

RECTAL  REGIONS  566  566  566 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  perianal  or  pelvirectal 
'  abscess 

2.  Scheduled  for  operation  Csee  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  sepsis 

b.  Urinary  tract  infection 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.      Documentation  of  lA 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1 .      Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Digital  rectal  examination  Review  if  Absent 

B.  Operative  draining  if  not  spon- 
taneously drained  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Adequate  drainage  established 


Tliese  -rTtaria  tn  'ar  3C?'S«fl1nq  saffent  car* 
-or  suoSMuent  jnysic'.an  -•view  only  ina 
30  -ot  :3nst-:t'jca  sianaarjs  :r  car*. 


ACHALASIA  (CARDIOSPASM).  DIFFUSE     H-ICDA         ICDA-8  ICD-9-CM 
ESOPHAGEAL  SPASM  530.0  530.0  530.0 

530.3,  530.5 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Pain 

2.  Hemorrhage 

3.  Dysphagia  with  weight  loss 

4.  Stricture 

5.  Scheduled  for  operation  (see  surgical  indications), 
or  specialized  therapeutic  or  diagnostic  service 
(e.g.,  balloon  dilation) 

6.  Scheduled  for  therapeutic  or  diagnostic  services 
which  cannot  be  done  on  an  ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Esophageal  rupture  or  perforation  or  hemorrhage 
following  endoscopy 

b.  Pneumomediastinum 

c.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Radiologic  and/or  endoscopic  evidence  of  stricture 

2.  Demonstrated  achalasia  requiring  bougienage 

3.  Achalasia  or  stricture,  unresponsive  to  bougienage, 
for  surgery 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Endoscopic  evidence 

Continued 


Th«s«  cr'^tena  jps  'ar  5cr««fiinq  jafient  car? 
-OP  suose<:u«nt  ^nysician  -•visw  only  ma 
JO  -ot  csnjfit-jta  s-anaanis  :r  :sr«. 


ACHALASIA  (CARDIOSPASM),  DIFFUSE 
ESOPHAGEAL  SPASM  -  Continued 

3.  Esophageal  motility,  Bernstein  test,  mecholyl 
study,  acid  reflux  less  than  pH  5 

4.  Pathology  report  (culture  of  monilia) 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  chest 

and  esophagus  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Acute  care  no  longer  required 


These  cr'^tena  in  ftr  screening  jatient  cars 
-or  luoseauent  ;nysic-ian  -•viev  only  ina 
;a  "oz  :3nsf:fjt«  stanaarjs  cf  :ir*. 


ICD-9-CM 


AMNIOTIC  MEMBRANE,  PREMATURE       H-ICDA  ICDA-8 


634.4       634.4  658.1 


RUPTURE 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.       Suspicion  of  premature  rupture  of  the  amniotic 
membrane 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Failure  to  deliver 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Patient  history  of  premature  rupture 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

T.      Flow  of  amniotic  fluid  from  external  os  of  cervix 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  presence  of  amniotic 

fluid  in  vagina  Review  if  Absent 

B.  Documentation  of  the  estimated  gestational 

age  Review  if  Absent 

C.  Evaluation  of  the  status  of  the 

fetus  on  admission  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A,     Obstetrical  Care 

V.  INDICATIONS  FOR  DISCHARGE 
A.     If  not  delivered: 

1.       Absence  of  labor  pains 

Conti  nued 


These  criteria  irs  'or  icrwiing  :at:ent  cars 
-or  siiosMuent  ::nysic:4n  --visw  :nly  ina 
;o  "ot  -ansftfJte  stanaams  if  :jr«. 


AMNIOTIC  MEMBRANE,  PREMATURE 


RUPTURE  -  Continued 


2.  Absence  of  bleeding 

3.  Indication  of  fetal  well  being 

4.  Afebrile 
B.     If  delivered: 

1.  See  changed  diagnosis 

2.  See  general  reasons 


Ties*  cr'tar*}  in  'or  3cr««fiinq  :af;ent  cars 
•OP  suosMuent  ;nysi<::an  -•vie*  jnly  md 


18 


AMPUTATION  THUMB,  FINGERS  OR  H-ICDA  ICDA-8  ICD-9-CM 

HAND.  TRAUMATIC  885-887  885-887  885-887 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Observation  of  re-implanted  site 

II.  VALIDATION  OF: 

■ 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Loss  of  part  or  all  of  thumb,  fingers  or  hand  with 
bone  or  tendon  exposure 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Visual  evidence  of  amputation 

2.  Radiologic  evidence  of  trauma,  amputation 

3.  Operative  report 

III.  QUALITY  REVIEW.  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of 

affected  area  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.     Evidence  of  circulation  after  re-implantation 


•nits*  cr-'teria        'ar  scrwinq  jjt-ient  cars 
-or  suDsa<iu«nt  inysician  ~^t^ty•  :nly  inU 
io  "ot  canst: tuti  stanaai-w  ji"  :ap«. 


ANEMIA,  APLASTIC 


H-ICDA  ICDA-8 
284  284 


ICD-9-CM 

284 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  anemia  -  hemoglobin  less  than  10  grams 
(e.g.,  chest  pain,  respiratory  distress,  alteration 
of  consciousness,  weakness  and  fatigue) 

2.  Hemorrhage 

3.  Infection 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —    (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  symptomatic  anemia  (e.g.,  chest 
pain,  respiratory  distress,  alteration  of  con- 
sciousness, weakness  and  fatigue) 

b.  Hepatitis 

c.  Transfusion  requirement  greater  than  one  unit 
per  week  after  first  week  of  treatment 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Anemia  (See  lA)  (Hemoglobin  less  than  10  grams) 

2.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

3.  Evidence  of  congestive  heart  failure 

4.  Evidence  of  infection 

5.  Evidence  of  hemorrhage 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.      Hypoplastic  bone  marrow 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Drug  intake  investigation  Review  if  Absent 

Continued 


These  crTtsria  irs        scrsening  jatient  car» 
•'or  suosefluent  onysician  only  ma 

:o  'oz  csnjfrrjce  s-anflans  :t  ;jr«. 


ANEMIA.  APLASTIC  -  Continued 


B.  Toxin  exposure  investigation  Review  if  Absent 

C.  Transfusion  in  the  presence  of  hemorrhage 

or  symptomatic  anemia  Review  if  Absent 

D.  Radiologic  examination  of  chest 

(lA-1)  Review  if  Absent 

E.  Bone  marrow  study  Review  if  Absent 

F.  Whole  blood  transfusion  in  absence 

of  overt  bleeding  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


These  -ritarna  irs  -3r  scrsefiinq  jatient  cars 
-or  suoseauent  3nysic:an  -"view  :nly  and 
:o  -ot  csnsfifjts  siinaarjs  if  :ir«. 


ANEMIA.  HEMOLYTIC,  ACQUIRED        H-ICDA  ICDA-8  ICD-9-CM 

283  283  283 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  anemia  (e.g.,  chest  pain,  respiratory 
distress,  abdominal  distress,  alteration  of 
consciousness,  weakness  and  fatigue) 

2.  Scheduled  for  operation  (e.g.,  splenectomy) 

3.  Suspicion  of  malignant  disease 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  symptomatic  anemia  (e.g.,  chest 
pain,  respiratory  distress,  abdominal  distress, 
alteration  of  consciousness,  weakness  and 
fatigue) 

b.  Congestive  heart  failure 

c.  Renal  failure 

d.  Suspicion  of  malignant  disease 

e.  Transfusion  requirement  greater  than  one  unit 
per  week  after  one  week  of  treatment 

f.  Infection 

g.  Intravascular  clot  formation 

h.  Side  effects  of  steriods  and/or  cytotoxic  agents 

i.  Transfusion  reactions 

II.  VALIDATION  OF: 

A,      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

3.  Unresponsiveness  to  medical  treatment 

Continued 


71i«s«  cr'teria  trt  -or  scr-emng  :a!:-;ent  car? 
-or  suosMuent  :nv5ic-i4n  --vi-w  only  ind 
to  -ot  csnsti t'Jta  3t:3naar<:s  if  :3r«. 


ANEMIA,  HEMOLYTIC,  ACQUIRED  -  Continued 
B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Direct  or  indirect  evidence  of  decreased  red  cell 
survival 

2.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Direct  or  indirect  evidence  of 

decreased  red  cell  survival  Review  if  Absent 

B.  Tests  to  identify  abnormal  antibody     Review  if  Absent 

C.  Drug  and  toxin  history  obtained  Review  if  Absent 

D.  Radiologic  examination  of  the 

che§t  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Stable  or  rising  hemoglobin 


7hM«  cr'^teria  ars  'or  scrwiinq  aatisnt  cars 
-or  suoSMuwit  snyslcian  -•vtew  only  md 
M  "ot  lanstlt'Jti  sianaams  :ars. 


ANEMIA,  IRON  DEFICIENCY 


H-ICDA 
280 


ICDA-8 
280 


ICD-9-CM 
280 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  anemia  (e.g.,  chest  pain,  respiratory 
distress,  alteration  of  consciousness,  weakness 
and  fatigue) 

2.  Suspicion  of  active  or  intermittent  bleeding 

3.  Documentation  of  failure  to  respond  to  ambulatory 
therapy 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  symptomatic  anemia  (e.g.,  chest 
pain,  respiratory  distress),  suspicion  of  active 
or  intermittent  bleeding,  unresponsive  anemia 

b.  Adverse  reaction  to  parenteral  iron 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Documentation  of  failure  to  respond  to  ambulatory 
therapy 

3.  Congestive  heart  failure 

4.  Angina  or  dyspnea  at  rest  or  with  mi.ninral  exertion 

5.  Presence  of  bleeding 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Low  serum  iron  with  normal  or  elevated  iron  binding 
capacity 

2.  Absent  iron  stores  in  bone  marrow 


II. 


VALIDATION  OF: 


Continued 


Th«s«  criterij  irt  'ar  screening  :atient  zjrt 
-or  suosMu«nt  :nys1c:in  -•view  only  itid 
:o  ^ot  cansfifJM  stanaarjs  zf  zirt. 


ANEMIA,  IRON  DEFICIENCY  -  Continued 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  History  of  blood  loss  obtained  Review  if  Absent 

B.  Investigation  for  source  of  blood 
loss  (e.g.,  barium  contrast  studies, 

I VP)  Review  if  Absent 

C.  Evidence  of  administration  of  iron      Review  if  Absent 

D.  Radiologic  examination  of  the  chest     Review  if  Absent 

E.  Whole  blood  transfusion  in  absence 

of  overt  bleeding  Review  if  Present 

IV.  DISCHARGE  INSTRUCTIONS  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]   " 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Stable  or  rising  hemoglobin  in  response  to  therapy 

B.  Identification  of  etiology 


These  cr-'ter'a  ars  f^r  scrseninq  safient  care 
-or  suosMuent  ^nysic-ian  -eview  ;nly  ina 
10  roz  zjntz'.'.'^za  stanaar:s  zf  tare. 


ANEMIA.  PERNICIOUS  H-ICDA  ICDA-8  ICD-9-CM 

281.0  281.0  281.0  -  281.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  anemia  (e.g.,  chest  pain,  respiratory 
distress,  weakness  and  fatigue,  alteration  of 
consciousness) 

2.  Neurologic  deficit 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —    (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  symptomatic  anemia  (e.g.,  chest 
pain,  respiratory  distress) 

b.  Neurologic  deficit  impairing  mentation  or 
ambulation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Congestive  heart  failure 

3.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

4.  Neurologic  defect  impairing  mentation  or  ambulation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Megaloblastic  bone  marrow  or  abnormal  isotope-labeled 
B12  uptake  before  and  after  intrinsic  factor,  with 
either  macrocytic  peripheral  smear  or  response  to 
B12  injection 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  "SERVICES 

A.  Radiologic  examination  of  the  chest, 
upper  gastrointestinal  tract  and  small 

intestine  Review  if  Absent 

B.  Education  of  patient  to  continued 

need  for  B12  Review  if  Absent 

Continued 


These  cr? tar- a  iPs  "3r  screening  :at-,snt  care 
-or  suoseauent  jnysicran  -•visw  jnly  ind 


ANEMIA,  PERNICIOUS  -  Continued 


C. 


Folic  acid  in  absence  of 
B12  therapy 


Review  if  Present 


D. 


Whole  blood  transfusion 
in  absence  of  bleeding 


Review  if  Present 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.  Stable  or  rising  hemoglobin  in  response  to  therapy 

B.  Stable  or  improving  neurologic  status 


Thest  criteria  in  for  scrwiina  jatient  cars 
•'or  suose<3u«nt  snysicUn  -"view  :niy  ina 
30  IOC  conjfit'jM  sianaams  jf  cire. 


ANEMIA,  SICKLE  CELL 


H-ICDA 
282.6 


ICDA-8 
282.5 


ICDA-9-CM 
282.5,  282.6 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.      Crisis  or  suspicion  of  crisis  (e.g.,  falling 
hematocrit,  pain,  infection) 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  crisis  or  suspicion  of  crisis  (e.g., 
falling  hematocrit,  pain,  infection 

b.  Bone  necrosis 

c.  Bone  infarction 

d.  Osteomyelitis 

e.  Renal  failure 

f.  Hepatitis 

g.  Narcotics  use 

h.  Kidney  function  tests  repeated 
ATI ON  OF: 

SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Pain 

3.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

4.  Infection 

5 .  Hemorrhage 

FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Laboratory  demonstration  of  hemoglobin  S 


Continued 


Th«s«  ir'fteria  m  'or  serseninq  3»fisnt  care 
'or  suesMutnt  inysleiin  -"yiew  only  ind 
JO  "Ot  csnsfifjw  standjnji  of  Zirt. 


ANEMIA,  SICKLE  CELL  -  Continued 

III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Demonstration  of  hemoglobin  S  Review  if  Absent 

B.  Radiologic  examination  of  chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.  Rising  hemoglobin 

B.  Control  of  crisis 


TTiese  cr-taria  are  'ar  jcrs-ning  :at1snt  cars 
-or  suBSMuant  ^nysic'ian  -•view  :nly  snd 


ANEURYSM.  AORTIC,  THORACIC 


H-ICDA 
441.0  - 
441 .2 


ICDA-8 
441 .0 
441.2 


ICD-9-CM 
093.0,  411.1 
441.0  -  441. 


I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  invasive  diagnostic  procedures 

2.  Scheduled  for  operation  (see  surgical  indications) 

3.  Mediastinal  mass  of  vascular  nature 

4.  Signs  of  dissection  or  leakage  (e.g.,  back  pain,  blood 
loss,  pleural  effusion,  sweating,  tachycardia,  hypo- 
tension) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.       Radiologic  evidence  of  vascular  mediastinal  mass 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  aneurysm  (e.g.,  contrast 
studies,  ultrasound,  CAT) 

2,  Operative  report 


III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSITIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of  the 


a. 


Complications  of  diagnostic  or  operative  proced- 
dures  (hemorrhage,  infection  of  wounds,  pleura, 
mediastinum;  insufficiency  of  cardiopulmonary, 
renal,  hepatic,  or  central  nervous  system) 


3. 


Pathology  report 


chest 


Review  if  Absent 


B. 


Screening  of  the  abdominal  aorta 
for  additional  aneurysms  (ultra- 
sound preferred) 


Review  if  Absent 


Continued 


T>ies«  :r'^tir'a  ir«  'or  screwing  jafient  zirt 
•or  suosMuent  jnysiciin  -•view  only  ina 


ANEURYSM,  AORTIC,  THORACIC  -  Continued 

C.     Electrocardiogram  Review  if  Absent 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Medical  management  outline  if  hypertensive  and  not 
operated 

V.       INDICATIONS  FOR  DISCHARGE 


ThM«  crittri*  irt  far  jer»«ning  satitnt  ears 
■^r  JUOS«<iu«nt  3nysicisn  -^view  inly  jna 
30  'Dt  cansfit'Jtt  szanaarss  nn. 


ANOMALIES  OF  FACE  AND  SKULL  BONES  H-ICDA  ICDA-8  ICD-9-CM 

(including  premature  closure  of  756.0  756.0      744.8,  744.9 

craniofacial  sutures)  756.0 

I.  UTILIZATION  REVIEW  * 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Complications  of  vision 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.      Evidence  of  craniofacial  deformity 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  deformity 

2.  Operative  report 

3.  Photographs 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  skull 

and  facial  bones  Review  if  Absent 

B.  Vision  assessment  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTURCTIONSl 

V.  INDICATIONS  FOR  DISCHARGE 


TTiM*  criteria  ir«        scrwinq  oatltnt  cars 
ror  suosMutflt  jnyslclan  -«v(ew  :nly  ina 


32. 


AORTOILIAC  ARTERIAL  OCCLUSIVE 
DISEASE.  CHRONIC 


H-ICDA 
444.0, 
445.0 


ICDA-8 
444.0, 
445.0 


ICD-9-CM 
444.0,  444.22 
444.89,  444.9 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Ischemic  pain  at  rest 

2.  Impending  or  overt  gangrene,  infection  or  ulceration 

3.  Scheduled  for  operation  (see  surgical  indications) 

4.  Scheduled  for  arteriography  (see  procedural  indica- 
ti  ons ) 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information    (Diagnosis  specific  or  general) 

a.  Venous  thrombosis  and/or  pulmonary  embolus 

b.  Bowel  infection  and  intestinal  obstruction, 
thrombosis,  peripheral  gangrene,  arterial 
thrombosis,  graft  infection,  hemorrhage, 
cardiac  abnormality 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  decreased  lower  extremity  exercise  tolerance 

2.  Skin  changes,  or  absent  pulses,  or  dependent  rubor, 
or  pallor  on  elevation  of  extremity,  or  pain  at  rest 

3.  Arterial  bruits  associated  with  aneurysmal  or 
occlusive  disease 

FINAL  DIAGNOSIS  (PRINCIPAL)  ■"'      "  . 

1 .  Pathology  report 

2.  Operative  report 

3.  Arteriographic  findings  of  occlusive  disease 

4.  Absence  or  reduction  in  intensity  of  femoral  pulses 


II. 


VALIDATION  OF: 


Continued 


Thest  ;r'ter!i  in  'ar  scrwiing  :»f!ent  car? 
■"or  suoseflu«nt  :nyslcian  -?vi«»  only  ind 
:o  ~oz  tans'" tvit*  izmaim  :f  zjr?. 


AORTIOLIAC  ARTERIAL  OCCLUSIVE 
DISEASE,  CHRONIC  -  Continued 


5.      Non-invasive  evidence  of  aortoiliac  disease  (i.e., 
Doppler,  plethysmographic) 

III.    QUALITY  REVIEW  -  CRITICAL  DIS6N0STIC  AND  THERAPEUTIC  SERVICES 

A.  Lab  te;sts:    BUN,  electrolytes,  blood 

sugar,  electrocardiogram  Review  if  Absent 

B.  Radiologic  examination  of  the 

chest  Review  if  Absent 

C.  Use  of  post-operative  intensive 

or  critical  care  Review  if  Absent 

D.  Aortoiliac-femoral  arteriogram, 

if  operated  Review  if  Absent 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.       indications  for  DISCHARGE 


APPENDICITIS  H-ICDA  ICDA-8  ICD-9-CM 

540,  540.0        540,  540.0       540,  541,  542 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  acute  appendicitis 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Peritonitis  or  abscess 

b.  Persistant  high  fever  (possible  septicemia, 
pneumonia,  urinary  tract  infection) 

c.  Postoperative  bowel  obstruction 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report,  if  appendectomy  performed 

2.  Operative  report 

III.  QUALITY  REVIEW  —CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  CBC  including  differential  Review  if  Absent 

B.  Appendectomy  or  drainage  of 
abscess  (within  24  hours  of 
admission  if  under  18  years 

of  age)  Review  if  Absent 

C.  Rectal  examination  Review  if  Absent 

D.  Urinalysis  Review  if  Absent 

E.  Administration  of  laxative  Review  if  Present 

Continued 


THf  er1t«ri4  tn  'or  S£r««n1nq  jatlent  cars 
•=or  juosMu«flt  snysieian  -sview  only  ina 
JO  lot  csnsfituM  stanaams  :ar«. 


APPENDICITIS  -  Continued 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thes*  critsrij  trt  ^or  5cr«eninq  jatlent  lire 
-or  suDSMuent  ^nysicijn  -"vnw  only  in« 
10  ■^ot  cansfit'jct  sianeans  if  •m. 


ARTHRITIS  OF  HIP,  DEGENERATIVE       H-ICDA  I  CPA -8  ICD-9-CM 

713-0  713.0  715 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.       Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Unstable  prosthesis 

b.  Fracture  of  femur  secondary  to  surgery 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Loss  of  function  due  to  pain 

2.  Physical  evidence  of  deformity 

3.  Physical  evidence  of  loss  of  motion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.       Radiologic  evidence 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Pre-operati ve  and  post-operative  radio- 
logic examination  of  the  hip  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 
A.     Patient  ambulatory 


'hese  cr'tana  irt  'or  scr«ening  ;at".ent  cars 
-'or  luoseauent  ^nyiician  -"vie*  :nly  jna 


ARTHRITIS  OF  KNEE.  DEGENERATIVE  H-ICDA  ICDA-8  ICD-9-CM 

713.0  713.0  7T5 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Unstable  prosthesis 

b.  Fracture  secondary  to  surgery 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Loss  of  function  due  to  pain 

2.  Physical  evidence  of  deformity 

3.  Physical  evidence  of  loss  of  motion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.      Radiologic  evidence 

in.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Pre-operative  and  post-operative 
radiologic  examination  of  the 

knee  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   

V.  INDICATIONS  FOR  DISCHARGE 
A.     Patient  ambulatory 


nies€  critar-a  in  'or  jcr»«mng  iatlent  :ir« 
•"or  suosMuent  jnysician  -sview  only  ina 


ARTHRITIS,  RHEUMATOID.  H-ICDA  ICDA-8  ICD-9-CM 

MEDICAL  MANAGEMENT  '712  7U  715 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  deterioration  of  active  rheumatoid  arthritis 
preventing  ambulation  or  self  care 

2.  Complication  of  disease 

3.  Complication  of  therapy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  •   Extension  information  (Diagnosis  specific  or  general) 

a.  Unremitting  disease  after  initial  therapy 

b.  Complications  of  disease  and/or  therapy 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      One  or  more  actively  inflamed  joints 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      At  .least  two  of  the  following  medical  validations: 

a.  Radiologic  evidence  of  rheumatoid  arthritis 

b.  Positive  rheumatoid  factor 

c.  Synovial  fluid  white  count  (degree  specified 
by  local  option) 

d.  Elevation  in  sedimentation  rate  (.degree  specified 
by  local  option) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Program  of  physical  therapy  including 
rest  and  active  or  assistive 

exercises  Review  if  Absent 

Continued 


TTisit  :ritsria  irs  fir  screening  satient  cars 
-or  suosMu«nt  inyiician  --view  only  md 
30  -ot  csnsfit'jtt  stindams  zf  :ar«. 


ARTHRITIS,  RHEUMATOID, 
MEDICAL  MANAGEMENT  -  Continued 


B.  Prescribed  salicylates  or 
other  anti-inflammatory 

agents  Review  if  Absent 

C.  Radiologic  examination  of 

affected  joint(s)  Review  if  Absent 

IV.  DISCHARGE  PLANNING    (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   

A.     Treatment  program  established  (to  include  patient 
education) 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Improved  -  capable  of  home  or  Extended  Care  Facility 
care 


Th»$«  crrterij  irs  ^ar  scr««flinq  sitient  cars 
^or  suosMuent  jnysicun  -svie*  inly  jnd 
30  -or  csnsfifjti  itinaarns  jf  nr*. 


ARTHRITIS.  RHEUMATOID.  H-ICDA  ICDA-8  ICD-9-CM 

SURGICAL  MANAGEMENT  712.9  712.3,  714 

712.5 

I .  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 
1.      Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Acute  systemic  flare-up  of  rheumatoid  arthritis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pain 

2.  Loss  of  function  of  involved  area 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      At  least  two  of  the  following  medical  validations: 

a.  Positive  rheumatoid  factor 

b.  Radiologic  evidence 

c.  Elevated  synovial  fluid  white  count 

d.  Elevation  in  sedimentation  rate 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Patients  on  steroids  covered 
with  intravenous  steroids 

during  surgery  Review  if  Absent 

B.  Pre-operative  radiologic  exam- 
ination of  affected  part  Review  if  Absent 

C.  Post-operative  radiologic  exam- 
ination following  procedures  on 

bone  Review  if  Absent 

Continued 


These  cr'tana  jrs  'sr  scrsetiina  satient  cm 
-or  suosaauent  jnysidan  -svlew  only  mfl 
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ARTHRITIS,  RHEUMATOID, 
SURGICAL  MANAGEMENT  -  Continued 


iv.  discharge  planning  (including  level  of  care  and  rati 
instructions!  

v.  indications  for  discharge 


These  Cretans  in  t'or  serteninq  jitient  zin 
■OP  suoSMuent  3nys1cian  --view  only  md 
30  •^ot  tsnsxIt'jH  sancans  if  :3ps. 


ARTHRITIS,  SEPTIC  H-ICDA  ICDA-8  ICD-9-CM 

098.3,  710  098.3,  710  711 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Diagnosis  or  suspicion  of  septic  arthritis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  --  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Secondary  osteomyelitis 

b.  Developing  contracture 

c.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      One  or  more  acutely  inflamed  joints 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      At  least  two  or  more  of  the  following  medical 
validations: 

a.  Positive  smear 

b.  Positive  culture 

c.  Synovial  leukocytes  greater  than  50,000 

d.  Response  to  high  dose  parenteral  bactericidal 
agent  within  48  hours  if  smear  and  culture  are 
negati ve 

III.  QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Joint  aspiration,  synovial  fluid 
analysis  including  smear  and 

culture  with  sensitivities  Review  if  Absent 

B.  Radiologic  examination  of 

involved  joint(s)  Review  if  Absent 

Continued 


for  suosMu^nt  snyslciin  rsview  only  ind 
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ARTHRITIS,  SEPTIC  -  Continued 


C.     If  gonococcal  etiology  proven, 

serological  test  for  syphilis  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   ;  

V.  INDICATIONS  FOR  DISCHARGE 

A.     Resolution  of  evidence  of  infection 


^8se  cr'^ter'a  irs  -'or  scrwfiinq  aafisnt  cars 
-'or  suose(ju«nt  jnysician  -sview  :nly  ina 
30  lot  canj-TfJte  sanoams  ji"  :ar». 


ASCITES  OF 
UNKNOWN  ETIOLOGY 


H-ICDA 
780.7 


ICDA-8 
785.3 


ICD-9-CM 
789.5 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress  and/or  tense  ascites 

2.  Abdominal  pain 

3.  Scheduled  for  invasive  diagnostic  tests  (e.g., 
paracentesis,  laparoscopy,  liver  biopsy)  (see 
procedural  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.       LOS  —    (Local  option  -  LOS  Checkpoint) 
2-       Extension  information  (Diagnosis  specific  or  general) 
a.     Signs  of  hepatic  decompensation  (e.g.. 


hypovolemia,  encephalopathy,  electrolyte 
and  renal  abnormalities) 

b.  Onset  of  gastrointestinal  bleeding 

c.  Intractable  ascites 

d.  Peritonitis 

e.  Complications  of  diagnostic  studies 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Labored  respiration 

2.  Diminished  exercise  tolerance  (dyspnea  on  exertion, 
orthopnea) 

B,  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Characteristic  physical  findings  (shifting 
dullness,  and  fluid  wave) 

2.  Finding  of  ascitic  fluid 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Diagnostic  paracentesis  Review  if  Absent 


Continued 


These  crTteria  in  'sr  screening  jafient  cars 
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ASCITES  OF 

UNKNOWN  ETIOLOGY  -  Continued 


IV. 
V. 


B. 
C. 

D. 
E. 


Cultures,  cytology  and  chemical 
analysis  of  ascitic  fluid 

Hepatic  function  tests  (e.g., 
bilirubin,  alkaline  phosphatase, 
SGOT)' 

Serum  albumin,  total  protein, 
sodium  and  potassium 

Tests  for  portal  hypertension 
(e.g.,  radiologic  examination 
of  the  esophagus,  esophagoscopy, 
radioisotope  or  CAT  liver  and 
spleen  scan,  hepatic  vein 
pressure) 

Radiologic  examination  of  the 
chest 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


Review  if  Absent 


Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT I ONT)  — 

INDICATIONS  FOR  DISCHARGF 


■or  suoseauent  myjician  -svii*  :niy  ina 


ASTHMA 


H-ICDA 
493 


ICDA-8 
493 


ICD-9-CM 
493 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Failure  of  patient  to  obtain  sustained  relief  by 
ambulatory  therapy  with  bronchodilator  drugs 

2.  Status  asthmaticus 

3.  Pulmonary  complications  (e.g.,  pulmonary  infection, 
pneumothorax,  atelectasis) 

4.  Diagnosis  or  suspicion  of  associated  medical  problem 
complicating  management  of  asthma 

5.  Preparation  of  asthmatic  patient  for  elective  surgery 

■ 

6.  Provocative  challange 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  --  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Failure  to  respond  to  therapy 

b.  Pulmonary  complications  (e.g.,  respiratory 
insufficiency  ,  as  defined  by  significant 
hypoxia  or  hypercapnea,  atelectasis,  pneumo- 
thorax) 

c.  Management  requirements  following  tracheostomy, 
intubation  or  tube  thoracostomy 

II.    VALIDATION  OF: 

A.     SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Respiratory  rate  greater  than  30/min  or  poor  air 
exchange,  or  wheezing 

2.  Radiologic  evidence  of  pneumonia,  atelectasis,  pneumo- 
thorax or  pneumomediastinum 

3.  Body  weight  loss  of  more  than  5% 

Continued 


Thttu  criteria  in  frir  scrwinq  aatlMt  cjre 
^gr  5UC5Mu«nt  anysicisn  -^view  only  Jtia 
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ASTHMA  -  (Continued) 

B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  the  characteristic  historical 
features  of  persistent  or  recurrent  "tight  chest" 
(e.g.,  sensation  of  restricted  breathing,  shortness 
of  breath,  wtieezing) 

2.  Characteristic  physical  findings  (e.g.,  wheezing, 
rapid  labored  breathing,  prolonged  expiratory 
phase  with  or  without  distant  breath  sounds) 

3.  Reversible  airway  obstruction  on  pulmonary 
function  tests 

in.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Bronchodilator  drugs  Ce.g., 

epinephrine,  am-fnophylline)  Review  if  Absent 

B.  Radiologic  examination  of  the 
chest  within  24  hours  after 
admission  (or  notation  that  it 
was  done  within  24  hours  before 

admission)  Review  if  Absent 

C.  Blood  pH,  p02  and  pC02  Review  if  Absent 

D.  Respiratory  depressants  (e.g., 
barbiturates,  tranquilizers, 

opiates)  Review  if  Present 

E.  Antihistamine  drugs  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions!   '  

A.     Stated  plan  for  follow-up  treatment  (e.g.,  medications, 
return  appointment,  anti-allergic  drugs) 

V.  indications  for  discharge 


ThesB  cr^tarfa  irs  •'ar  3crs«ning  aatlent  cars 
'or  suoseuuent  inysicnn  '•view  :nly  snd 
20  lot  :3nsf;t'jtt  3;anaar«!s  zm. 


ATRIAL  FIBRILLATION  H-ICDA  ICDA-9  ICD-9-CM 

(Applicable  to  other  415.1  -415.4      427.2  -  427.9     427.31  - 

arrhythmias)  415.8,  415.9  427.32 

416.1  -  416.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1 .  Newly  diagnosed 

2.  Rapid  rate  requiring  prompt  slowing  (or  slow  rate  with 
other  arrhythmias) 

3.  Failure  to  respond  to  ambulatory  anti -arrhythmic 
therapy 

4.  Symptoms  of  chest  pain,  syncope,  dyspnea,  or 
embol ization 

5.  Diagnosis  or  suspicion  of  ventricular  arrhythmias 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  New  rhythm  disturbance  interpreted  as  consistent 
with  drug  intoxication 

b.  Chest  pain  (angina,  infarction) 

c.  Congestive  failure  or  shock 

d.  Serious  ventricular  arrhythmias 

II.  VALIDATION  OF: 

A.       SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Historical,  physical  and  electrocardiographic 
documentation 

B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Electrocardiographic  documentation  of  rhythm 
disturbance 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Electrocardiogram  Review  if  Absent 

Continued 
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ATRIAL  FIBRILLATION  -  Continued 


B.     Radiologic  examination  of  the 

chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  ~" 

v.  indications  for  discharge 

A.  Heart  rate  controlled 

B.  Fr.ee  of  chest  pain,  syncope,  dyspnea 


7>ies«  cr'tana  in  'ar  3cr««n1nq  ;atient  car? 
•or  suosefluent  jnysician  -sviaw  :niy  ina 
:o  lot  cansfifjti  sjanoar^s  or  :ar«. 


BACK  PAIN  (To  include  etiology 
unknown  and  causes  of  back 
pain  such  as  degenerative 
joint  disease,  non-operative 
disc  disease,  ankylosing 
spondylitis,  osteoporosis, 
somatic  dysfunction  and 
postural  strain) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  onset  of  pain  and  stiffness  preventing  ambu- 
lation and  self -care 

2.  Scheduled  for  myelography  or  discography 

3.  Development  of  motor  dysfunction 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  <Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  neurologic  deficit 

b.  Transfer  to  surgical  therapy 

c.  Post-myelogram  headache 

II.  VALIDATION  OF: 

A.  SYMPTOMS;,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination 

2.  Documented  record  of  pain,  worse  with  back  motion 
or  evidence  of  spasm  or  tenderness  on  pressure 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 

spine  and  pelvis  Review  if  Absent 

B.  Documentation  of  neurological 

and  musculoskeletal  evaluation  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

Continued 

51. 

-'or  suoseouant  onyslcian  -sview  only  ina 
30  •'Ot  csnstltutt  stanaams  ai*  :ar«. 


H-ICDA  ICDA-8  ICD-9-CM 

315.1,  712.4  305.1,  712.4  307.89,  724.2 

713.1,  719.1  713.1,  723.0  715.9.  724.5 

719.2-719.4  729.5,  728.7  720.9,  724.6 

723.0,  728.5  728.9,  756.1  715.9,  724.9 

756.1,  789.1  722.9,  733.0 


BACK  PAIN-  Continued 

V.      INDICATIONS  FOR  DISCHARGE 


52. 

T>iese  tr-'tiria  ir»  -'sr  scrseninq  jatient  car* 
■or  suosMuent  iny^ician  -•view  only  jno 
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BILIARY  TRACT,  LIVER,  PANCREAS,      H-ICDA  ICDA-8  ICD-9-CM 

SMALL  BOWEL,  STOMACH,  MALIGNANT     151,  152        151,  152     151,  152,  155 
NEOPLASM  155,  157        155.  157     156,  157,  197.7 

197.8,  230.2, 
230.7,  230.8 
230.9 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  specialised  diagnostic  procedures 
(e.g.,  biopsy,  endoscopy,  arteriography,  laparos- 
copy  and  paracentesis)  (see  procedural  indications) 

2.  Scheduled  for  specialized  therapeutic  services 
(e.g..  chemotherapy,  radiation  therapy,  operation) 
(see  surgical  indications) 

3.  Management  of  complications  (e.g.,  hemorrhage, 
perforation,  obstruction,  bone  marrow  suppression) 

4.  Diagnosis  or  suspicion  of  malignant  neoplasm  of 
above  viscera 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  CDiagnosis  specific  or  general) 

a .  Operati  on 

b.  Intractable  pain,  pulmonary  embolus  or 
thrombophlebitis 

c.  Debilitation  pre  and/or  post  treatment 

d.  Anorexia,  nausea,  vomiting 

II.  VALIDATION  OF: 

A.     SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Known  mass  demonstrated  by  physical,  endoscopic  or 
radiologic  examination 

2.  Known  malignancy 

3.  Radiologic  evidence  of  perforation  or  obstruction 

Continued 


53, 


Thtta  crater' a  in  ■sr  3C7-!«mnq  jatient  cire 
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BILIARY  TRACT,  LIVER,  PANCREAS,  SMALL 

BOWEL.  STOMACH,  MALIGNANT  NEOPLASM  -  Continued 


B. 


4.      Hematologic  evidence  of  bone  marrow  suppression, 
myeloma,  abdominal  pain,  weight  loss,  anemia 

FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Radiologic  evidence  of  neoplasm 

Operative  report  of  malignancy 

Pathology  report  of  excised  tissue 


2. 

3. 
4. 


Positive  gastroscopy  (with  biopsy  and/or 
brushing  cytology)  for  stomach  malignancy 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 


A.  Complete  blood  count  and  blood 
smear 

B.  Hematologic  examination 

C.  Radiologic  examination  of 
chest  and  gastrointestinal 
tract  and  CAT  scan  for  biliary 
or  pancreatic  malignancy,  if 
available 

D.  Liver  function  tests  and  scan 

E.  Pre-treatment  consultation, 
staging  and  treatment  planning 
with  treatment  specialists  (sur- 
geon, therapeutic  radiologist, 
medical  oncologist)  in  the 
presence  of  presumed  or  estab- 
lished primary  or  metastatic 
disease 


Review  if  Absent 
Review  if  Absent 


Review  if  Absent 
Review  if  Absent 


Review  if  Absent 


DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

INDICATIONS  FOR  DISCHARGE 


These  cr-teria  irt  'ar  scre-flinq  jafient  care 
■or  suoseouent  inysician  -svigw  only  >nd 


BRAIN  ABSCESS  H-ICDA  ICDA-8  ICD-9-CM 

322.0  322  324.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.       Diagnosis  or  suspicion  of  brain  abscess 

B,  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  ^  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Intermittent  or  progressive  neurologic  deficit 

II.  VALIDATION  OF: 

A,  SYMPTOMS.  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Cerebrospinal  fluid  abnormality 

2.  Intermittent  or  progressive  neurologic  deficit 

3.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Antibiotics  Review  if  Absent 

B.  Spinal  fluid  analysis  Review  if  Absent 

C.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

D.  Neurologic  or  neurosurgical  consul- 
tation unless  primary  physician  is  a 

neurologist  or  neurosurgeon  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


TTiest  sritsrfa  ir«  'ar  5cr«tn-ing  jatiint  car* 
-or  suos«<ju«nt  inysieian  -sview  only  jnd 
io  "oz  csnsfftut*  siandams  3f  :ir«. 


BRANCHIAL  CLEFT,  CYST  OR  FISTULA     H-ICDA       '       ICDA-8  ICDA-9-CM 
THYROGLOSSAL  CYST,  PERSISTENT  743.4,  745.4,  744.41,  744.42 

THYROGLOSSAL  DUCT  758.2  758.2  744.46,  759.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Uncontrolled  infection 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Visual  or  palpable  evidence  of  neck  mass 

2.  Failure  of  ambulatory  antibiotic  therapy 

3.  Inflamed  or  draining  mass  or  cyst  in  neck  or  cheek 

B.  FINAL  DIAGNOSIS  (PRINCIPAL)  ' '  _ 

1.  Visual  or  palpable  mass  in  neck  or  cheek 

2.  Pathology  report 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Operative  excision  of  the  cyst 

in  non-infective  cases  ■      Review  if  Absent 

B.  Incision  and/or  drainage  of 
abscess,  if  infected  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  , 

v.  indications  for  discharge 


These  criter**  in  'or  scr^sfiinq  :jtient  zm 
-'or  suosequent  jnysicijn  '•vie*  jnly  ind 
do  ■^ot  cansfffjce  stanaarus  i-f  :jre. 


56. 


BREAST  MASSES  H-ICDA  ICDA-8  ICD-9-CM 

174, 198,3  174,  198,3  174,  175.9 

217,  233  217,  233  198.81,  217 

233.0,  611.72 

I'       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Wound  complications  (e.g.,  infection,  hematoma, 
skin  necrosis  and  fluid  under  skin  flap) 

b.  Metastases 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  breast  mass 

2.  Positive  mammogram 

3.  Documented  bloody  discharge  or  deformity  of  nipple, 
or  skin  changes 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Biopsy  and  histologic  tissue 

report  Review  if  Absent 

B.  Radiologic  examination  of  the 

chest  Review  if  Absent 

C.  Consultation,  staging  and 
decision  for  subsequent  manage- 
ment with  treatment  specialists 
(surgeon,  therapeutic  radiologist, 

Continued 


"Tiese  cr-'ter'a  in  'ar  5cr?«mnq  satlent  cars 
-or  suoseauent  inysician  -?view  3nly  ina 
io  -at  canst-ituca  srandarss  zf  zm. 
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BREAST  MASSES  -  Continued 


medical  oncologist)  in  the 
presence  of  presumed  or 
established  primary  or 

metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
TN  STRUCT IONS) 

A.     Documentation  of  follow-up  plan 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Adequate  mobility  of  shoulder  and  arm  after  operation 
malignancy. 


These  ■:r-t8r-'a  ir«  -ar  scrssmnq  aafient  car? 
-'or  juosaauent  :nys1c':an  -•wiew  :nl/  jn4 
30  lot  lonsz't-jca  stanaar-s  :2r«. 


BRONCHITIS,  BRONCHIOLITIS.  H^ICDA  ICDA-8  ICD-9-CM 

LARYNGITIS.  AND  TRACHEITIS,  ACUTE  464-464.1  464,  466  464,  466,  490 
IN  CHILDREN    (Includes  Croup)  489.0,  489.1  490 

490 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress  (e.g.,  dyspnea,  chest  retractions 
trachypnea  stridor,  cyanosis,  tachycardia) 

2.  Dehydration 

3.  Concomitant  disease  (e.g.,  cystic  fibrosis,  congenital 
heart  disease) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Pneumonia 

b.  Atelectasis 

II.  VALIDATION  OF: 

A.  .SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Respiratory  rate  greater  than  50 

2.  Loss  of  greater  than  5%  body  weight  or  clinical 
estimate  of  dehydration  greater  than  5%  body  weight 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      History  and  physical  findings  to  document  lAl 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  CBC  including  differential  Review  if  Absent 

B.  Radiologic  examination  of  chest 

or  record  of  its  being  done  within 

24  hours  of  admission  Review  if  Absent 

C.  Arterial  or  capillary  blood  gas 

if  cyanotic  Review  if  Absent 

Continued 


ThMe  jr^teria  in  'or  scrs«ninq  aatlsnt  zin 
■^r  5U0J«ou«nt  snysieian  -•vie*  only  ma 
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BRONCHITIS,  BRONCHIOLITIS, 

LARYNGITIS,  AND  TRACHEITIS,  ACUTE 

IN  CHILDREN  (Includes  Croup)  -  Continued 


D.  Parenteral  fluids  if  dehydrated  Review  if  Absent 

E,  Oxygen  if  cyanotic  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


Thest  er'!teria  in  ^or  scj-wmq  aat-ient  zin 
'or  suose<Ju«nt  jnysieian  "sview  :niy  md 
M  •^ot  tjnstlfjtt  3-anaanJs  if  jars. 


BRONCHITIS,  CHRONIC,  AND  H-ICDA  ICDA-8  ICD-9-CM 

EMPHYSEMA  491,  492  491,  492  491,  492 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Suspicion  or  diagnosis  of  respiratory  failure 

2.  Complicating  cardiopulmonary  conditions 

3.  Preparation  of  patient  for  elective  surgery  - 
(pulmonary  prep) 

B,  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Persistent  respiratory  failure 

■    b.     Cardiopulmonary  complications  (e.g.,  respiratory 
infection,  pneumothorax,  embolism,  congestive 
heart  fai lure) 

II,  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Significant  hypoxia  or  hypercapnea;  or  such  symptoms 
as  drowsiness,  disturbed  sensorium,  cyanosis  or  coma 

2.  Persistence  of  dyspnea  or  cough  and  sputum 

3.  Respiratory  infection,  pneumothoras ,  embolism, 
congestive  heart  failure,  trauma  to  chest 

4.  Presence  of  low  arterial  pO^  requiring  initiation  of 
instruction  in  and  monitoring  of  oxygen  therapy 

5.  Scheduled  for  bronchoscopy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  emphysema  or  chronic  bronchitis 

2.  Pulmonary  function  studies  compatible  with  obstruc- 
tive airways  disease 

Continued 


These  cr'Tter'a  are  ^or  screening  jatient  cire 
-"or  sudse<3u«nt  ;nysic1an  -eview  :nly  jnd 
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BRONCHITIS,  CHRONIC,  AND 
EMPHYSEMA  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A. 


Radiologic  examination  of  the 
chest  during  this  acute  phase 

B.  Arterial  blood  gases  during 
this  acute  phase 

C.  Electrolytes  during  the 
acute  phase 

D.  One  or  more  of  the  following 
during  this  acute  phase:  oxygen, 
aerosol  therapy,  bronchodilators, 
ventilators,  chest  physical  therapy 

E.  Narcotics  (except  for  purpose  of 
pre-operative  medication  or  in 
patients  who  are  undergoing 

controlled  ventilation)  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 

Review  if  Absent 


These  jriter'a  are  'or  icrsening  :af;ent  '.in 
-or  suoseouent  inysie-ian  --view  ;n1y  jna 
30  '.oz  izM-i'.VJta  itandarss  Jt"  zirt. 


BULLOUS  DISEASE  (Includes  pemphigus, 
all  forms,  pemphigoid,  dermatitis 
herpetiformis,  toxic  epidermal 
necrolysis,  erythema  multiforme 
bullosa) 


H-ICDA  ICDA-8  ICD-9-CM 

693,  694  693,  694  694,  595.1 
695.1,  695.5  695.1 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 

1.  '     Scheduled  for  initiation  of  therapeutic  program  not 

considered  safe  on  ambulatory  basis,  (e.g.,  massive 
doses  of  corticosteroids,  antimetabolites) 

2.  Need  for  jejunal  or  liver  biopsy  (see  procedural 
indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Rapid  extension  of  disease  entity 

b.  Toxic  effects  of  therapy 

II.  VALIDATION  OF: 

A.  .SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Historical  evidence  of  therapeutic  failure 

2.  Contemplated  therapy  which  can  be  safely 
initiated  only  in  hospital 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report 

2.  Positive  immunofluorescent  studies 

3.  Gross  appearance 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Documentation  of  diagnosis  established  by  skin 
biopsy  and/or  immunofluorescent 
studies  which  may  have  been  performed 
as  an  outpatient  Review  if  Absent 

Continued 
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-or  suosMu«nt  anys-ieian  -•view  only  md 
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BULLOUS  DISEASE  -  Continued 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 

A.     Skin  eruption  improved  and/or  clearing 


Thts*  criteria  in  *or  3cr9«ni nq  jatient  car* 
■^r  suosefluwit  jnytieUn  -•view  only  jna 
30  not  const: t-jt»  stsnaans  of  :irs. 


BUNION  (Hammer  toe,  hallux 
rigidus,  and  other  toe 
deformities) 


H-ICDA 
730.0 


ICDA-8 
730.0 


ICD-9-CM 
727.1,  735, 
755.66 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pain 

2.  Deformity 

3.  Loss  of  motion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Physical  evidence  of  deformity 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Circulatory  evaluation  of  feet  Review  if  Absent 

B.  Diabetic  screening  Review  if  Absent 

C.  Pre-operative  radiologic  examination 

of  the  foot  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


Thei*  -r-rter'a  irs  'or  ser««ninq  oatrent  an 
-or  suosMuwt  :nv5-ici4n  -sview  :nly  ind 
:o  -ot  zzMt-.vjit  stanaarjs  if  :jr«. 
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BURNS,  THERMAL  AND  CHEMICAL     H-ICDA  ICDA-8  ICD-9-CM 

940  -  946  940  -  948        940  -  949 

948 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  ^  Any  suspicion  of  third  degree  burns 

2.  Face,  head  and  neck  or  genitalia;  any  suspicion 
of  second  degree  burn 

3.  Hand  and  foot:  suspicion  of  second  degree  burns 
involving  15%  or  more 

4.  Other  body  areas:  suspicion  of  second  degree  burns 
involving  20%  or  more  of  trunk  and/or  extremities, 
or  smaller  area  if  secondarily  infected 

5.  Any  suspicion  of  pulmonary  distress  complicating 
exposure  to  burns 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Failure  of  skin  grafting 

b.  Burn  wound  infection 

c.  Wound  failing  to  epithelialize 

d.  Renal  or  pulmonary  function  complications 

e.  Gastrointestinal  bleeding 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.       Radiologic  evidence  of  pulmonary  complications 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Visible  evidence  of  burn  wound  (see  lA)  description 
of  extend  and  depth 

2.  '     Pulmonary  insufficiency 

Continued 


These  :r"tar-!a  ir«  "'sr  scr-enlng  :atient  cin 
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BURNS,  THERMAL  AND  CHEMICAL  -  Continued 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 


Chemotherapeutic  agents  and/or 
antibiotics 


Review  if  Absent 


B.     Diagrammatic  respresentation  of 
burned  surface  area 


Review  if  Absent 


C. 


Fluids  (electrolytes,  colloid 
or  blood  as  required) 


Review  if  Absent 


D. 


Cultures:  wound  (and  blood  if 
septic) 


Review  if  Absent 


E.     Pulmonary/blood  gas  profile  and 

radiologic  examination  of  the  chest, 

if  [uilmonary  involvement  Review  if  Ab: 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AMD  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


t 


T>iM«  sHt«ri»  jrs  'or  scr««n<ng  satisnt  sjr* 
'or  suoSMUtnt  jnytician  --view  only  ina 
do  101  consfifjti  stsndaros  3f  zin. 


CARDIAC  ARRHYTHMIA, 
SUSPECTED,  IN  CHILDREN 


H-ICDA 

415.0  -  415.9 
416.0  -  416.9 


ICDA-8  ICD-9-CM 
427.2  -  427.9    306.2,  316 

426,  427,  780.2 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Congestive  heart  failure 

2.  Need  for  monitoring  of  continuous  cardiac  rhythm 

3.  Scheduled  for  His  bundle  recording 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Presence  of  underlying  heart  disease 

b.  Refractory  or  recurrent  arrhythmia 

c.  Cardiac  arrest  or  heart  failure 

d.  Cardiac  catheterization 

e.  Insertion  of  pacemaker 


II.    VALIDATIONS  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  tachypnea,  (respiratory  rate  over  40), 
cardiomegaly,  and  hepatomegaly 

2.  Presence  of  heart  rate  more  than  180/min  or  less  than 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Electrocardiographic  evidence  of  arrhythmia 
III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


50/mi  n 


A. 


Electrocardiogram 


Review  if  Absent 


B. 


Administration  of  anti -arrhythmia 
agent  or  countershock 


Review  if  Absent 


Continued 


68. 


T>es«  iriter^a  Jrs  ^'or  screening  jafient  cars 
-or  suosMuent  inysician  -evie*  :nly  ind 
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CARDIAC  ARRHYTHMIA 

SUSPECTED,  IN  CHILDREN  -  Continued 


C. 


Digitalis  therapy  if  in  heart 
failure 


Review  if  Absent 


D. 


Radiologic  examination  of  the 
chest 


Review  if  Absent 


E. 


Arrhythmia  no  longer  than  48  hours 
without  treatment  by  or  consultation 
with  cardiologist 


Review  if  Absent 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Improvement  or  resolution  of  congestive  heart  failure 

B.  If  arrhythmia  persists,  symptoms  controlled 


Thes*  cr'^ter'j  ir«  'or  sc!-?«fl1nq  jatlent  cars 
'or  suosMuent  jnysic-ian  -•view  only  jna 
30  '^ot  csnsfit'jta  stinaaris  ji*  :irt. 


CARDIAC  DYSRHYTHMIAS        H-ICDA  ICDA-8  ICD-9-CM 

415.1  -  415.4         427.2  -  427 
415.8  -  415.9  427.9 
416.1  -  416.6 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Rapid  rate  requiring  prompt  slowing  (or  slow  rate, 
with  other  arrhythmias) 

2.  Failure  to  respond  to  ambulatory  anti -arrhythmic 
therapy 

3.  Symptoms  of  chest  pain,  syncope,  dyspnea,  or  emboli- 
zation 

4.  Diagnosis  or  suspicion  of  ventricular  arrhythmias 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Chest  pain  (angina  -  -  infarction) 

b.  Congestive  failure  or  shock 

c.  Unresponsive  to  initial  therapy 

d.  Serious  ventricular  arrhythmias 

e.  New  rhythm  disturbance  interpreted  as  consistent 
with  drug  intoxication 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.       Documentation  of  lA  1-4 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Historical  or  physical  documentation 

2.  Electrocardiographic  demonstration 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Electrocardiogram  Review  if  Absent 

Continued 


Thsse  cr-itana  ar-  •'or  ;crs«mng  :af:ent  cm 
•'or  suosMuent  :ny5ic-;an  -sview  :nly  ml 


CARDIAC  DYSRHYTHMIAS  -  Continued 

B.     Radiologic  examination  of  the  chest     Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!   '  

V.      INDICATIONS  FOR  DISCHARGE 

A.  Heart  rate  controlled  within  normal  range 

B.  Free  of  chest  pain,  syncope,  dyspnea 


■Hissi  cr'fterla  ir«  ^or  screening  jafient  cars 
'or  suoseflu«nt  anysicijn  '•view  only  ma 
M  "oz  csnsfitute  stanaaras  of  tare. 


CARPAL  TUNNEL  SYNDROME  H-ICDA  ICDA>8  ICD^9^CM 

(Compression  neuropathy,        357,2,  357,2,  354, Q 

median  nerve  at  wrist)  357.3  357.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation  Csee  surgical  indicationsi 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  [Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pain  and/or  paresthesia,  and  median  nerve  distribution 
(thumb,  2nd,  3rd  digits) 

2.  Thenar  muscle  weakness,  atrophy,  or  sensory  loss  in 
median  nerve  distribution 

3.  Prolonged  nerve  conduction  velocities,  motor  and/or 
sensory  prolonged  terminal  latencies  (.local  option) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Operative  report  of  compression  of  median  nerve 
beneath  carpal  ligament 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Nerve  conduction  studies  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  ' 

V.  INDICATIONS  FOR  DISCHARGE 


Thest  inter's  trt  'ar  scrwinq  satitnt  cir« 
•^r  suBseou«nt  inysician  --view  cnly  jna 
30  lot  iansfitutt  stanaaras  3f  zin. 


CATARACT  H-ICDA  ICDA-8  ICD-9-CM 

374.0  -  374.9  374.0  -  374.9     366,  743.3 

742.3  744.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.       Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Wound  separation 

b.  Flat  anterior  chamber  and/or  wound  leakage 

c.  Elevated  intraocular  pressure 

d.  Intraocular  hemorrhage 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

"i.       Presence  of  cataract  to  ophthalmologic  examination 
with: 

a.  Diminished  visual  acuity  significantly  interfering 
with  patient's  mode  of  living,  or 

b.  Glaucoma  and/or  uveitis  that  are  lens  induced 

c.  Retrolental  disease  treatment  of  which  necess- 
itates removal  of  lens 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Positive  ophthalmologic  findings 
in.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Ophthalmologic  examination  (ophthalmoscopic  exam 
through  dilated  pupil, 

including  slit  lamp  exam)  Review  if  Absent 

B.  Visual  acuity  with  correcting 

lens  (except  under  age  5  years)  Review  if  Absent 

Continued 


These  criteria  are  for  scT^ening  oatient  cars 
for  suoseguent  pnysician  review  only  and 
30  not  constitute  standards  of  cars. 


73. 


CATARACT  -  Continued 

C.     Tonometric  measurements  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


These  criteria  are  ''or  screening  3atient  care 
for  suoseguent  pnysician  review  only  and 
ia  not  constitute  standards  of  care. 


CEREBELLAR  DEGENERATION  H-ICDA  ICDA-8  ICD-9-CM 

(Ataxia,  coordination  347.9,  773.4        347.9,  780.4  334 

disturbance) 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  To  establish  correct  diagnosis,  (e.g.,  lumbar 
puncture,  radiologic  examination  of  central  nervous 
system) 

2.  Loss  of  functional  adaptive  capabilities  (e.g.,  walking, 
feeding,  self-care,  dressing,  bowel  habits) 

3.  Evaluation  of  recent  onset  of  cerebellar  ataxia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.       Presence  of  incoordination,  ataxia  and/or  hypotonia 

B.  .FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Genetic  history 

2.  Neurologic  findings  and  clinical  correlation 

3.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Neurologic  consultation,  if  available, 
if  primary  physician  is  not  a  neurolo- 
gist or  neurosurgeon  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


These  criteria  are  'or  screening  oatient  care 
for  suBsequent  anysician  review  only  and 
io  not  constitute  standanls  of  care. 


75. 


CEREBRAL  HEMORRHAGE  H-ICDA  ICDA-8  ICD-9-CM 

(with  or  without  paralysis  430,  430.0  430,  430.0  430,  431 

including  subarachnoid  and  430.1,  431  430.9,  431 

intracerebral  hemorrhage  431.0  -  431.3  431.0  -  431.9 

I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  intracranial  hemorrhage 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Intermittent  or  progressive  neurologic  deficit 

b.  Hydrocephalus 
•II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Xanthochronic  or  bloody  spinal  fluid 

2.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

3.  Neurologic  findings  and  clinical  correlation 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Neurologic  consultation  (if 
available),  if  primary  physician 
is  not  a  neurologist  or  neuro- 
surgeon Review  if  Absent 

B.  Lumbar  puncture  and  cerebrospinal 

fluid  analysis  Review  if  Absent 

C.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 


Th«se  criteria  are  'or  screening  oatient  care 
for  suDseouent  pnysidan  review  only  ind 
io  not  constitute  standards  of  care. 


76. 


CEREBRAL  HEMORRHAGE  -  Continued 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


These  cr-fteria  are  'or  screening  oatlent  care 
far  juosefjuent  onysician  review  only  and 
do  not  constitute  standarfls  of  care. 


CEREBRAL  PALSY  AND 
CONGENITAL  MALFORMATIONS 
OF  CENTRAL  NERVOUS  SYSTEM 


H-ICDA 
343, 

343.0  -  343.9 


ICDA-8 
343 

343.0  -  343.9 


ICD-9-CM 
343 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  To  establish  correct  diagnosis  (e.g.,  radiologic 
studies  with  or  without  contrast,  cerebrospinal 
fluid  studies) 

2.  Scheduled  for  corrective  operation 

3.  Seizures  or  history  of  seizures 

4.  To  initiate  rehabilitation  program 

5.  Acute  loss  of  functional  adaptive  capabilities 
(walking,  feeding,  self-care) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Physical  evidence  of  developmental  anomaly 

2.  Positive  radiologic  evidence  of  nervous  system 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurologic  findings  and  clinical  correlation 

2.  Positive  radiologic  evidence  of  nervous  system  disorder 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
No  entry  appropriate 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ~~  ~" 

V.  INDICATIONS  FOR  DISCHARGE 


abnormal ity 


These  criteria  are  'or  screening  oatient  care 
for  suoseauent  cnysician  r-eview  only  md 
do  not  constitute  stanaaris  oi"  care. 


CEREBRAL  TRAUMA,  ACUTE 


H-ICDA  ICDA-8 
850.0,  851.0     850.0,  851.0 
853.0,  854.0     853.0,  854.0 


ICD-9-CM 
850  -  854 


I.     UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.      Altered  mental  status  (stupor,  unconsciousness, 
confusion,  or  disorientation  accompanying  head 
injury) 


2.  Suspicion  of  intracranial  hemorrhage  or  swelling 

3.  Neurologic  deficit  (e.g.,  paralysis,  sensory  or 
speech  disturbance) 

4.  Documented  inability  to  assure  responsible  ambulatory 
observation 


B.      INITIAL  LOS/CONTINUED  STAY 

1.       LOS  -  (Local  option  -  LOS  Checkpoint) 
2-       Extension  information  (Diagnosis  specific  or  general) 
a.     Intermittent  or  progressive  neurologic  deficit 
II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Spinal  fluid  abnormalities 

2.  History  of  recent  head  trauma 

3.  Intermittent  or  progressive  neurologic  deficit 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  History  of  head  injury 

2.  Physical  findings  of  trauma 

3.  Positive  radiologic  evidence  of  central  nervous  system 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of  central 


abnormality 


4. 


Spinal  fluid  abnormalities 


nervous  system 


Review  if  Absent 


These  criteria  are  'or  screening  oatient  care 
for  suosequent  physician  review  only  and 
io  not  constitute  standards  of  care. 


79. 


CEREBRAL  TRAUMA,  ACUTE  -  Continued 


B.  .  Intensive  nursing  care  including 

monitoring  of  vital  signs  and 

fluid  balance  Review  if  Absent 

C.  Tracheostomy  or  endotracheal 

tube  if  respiratory  distress  Review  if  Absent 

D.  Neurologic  consultation  if 
primary  physician  not  a 

neurologist  or  neurosurgeon  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


These  criteria  are  'or  screening  oatlent  care 
for  suDsequent  onysician  review  only  and 
do  not  constitute  standards  of  care. 


CERVICAL  MASSES  H-ICDA  ICDA-8  ICD-9-CM 

196.0*  196.0*  195.0,  198.89 

214  214  200.1,  200.2 

201.1  ,  234.8 
239.8,  784.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure 
(e.g.,  biopsy) 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Persistent  enlargement  of  cervical  lymph  node  or 
swelling  in  neck 

2.  Previous  tissue  diagnosis  and  history  of  known 
head  or  neck  malignancy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Visible  or  palpable  evidence  of  neck  mass 

2.  Pathology  report  of  tissue  obtained  if  tissue  excised 

3.  Non-functional  nodule  by  thyroid  scan 

4.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the  chest     Review  if  Absent 

B.  Culture,  if  septic  Review  if  Absent 

C.  Consultation,  staging  and  treatment 
planning  with  treatment  specialists 
(surgeon,  radiation  therapist,  medical 
oncologist)  in  the  presence  of  pre- 
sumed or  established  primary  or 

metastatic  disease  Review  if  Absent 


These  criteria  irs  'or  screening  oatient  care 
for  suoseauent  jnysician  review  only  and 
io  not  ionsfitute  stanOarSs  if  :are. 


81. 


CERVICAL  MASS  -  Continued 

iv.  discharge  planning  (including  level  of  care  and  patient 

instructions! 

v.  indications  for  discharge 

*      See  also  criteria  set  entitled  "Head  and  Neck,  Malignant 
Neoplasms " 


These  criteria  are  'or  screening  oatient  care 
'or  suoseauent  physician  review  only  md 
do  not  constitute  standaras  of  care. 


CERVICAL  SPRAIN  3R  STRAIN,       H-ICDA  ICDA-8  ICD-9-CM 

NECK  PAIN  789.0  728.0  72371  

847.0  847.0  847.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Pain  unremitting  in  ambulatory  setting 

2.  Scheduled  for  myelography  or  discography 

3.  Development  of  motor  dysfunction 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  neurological  deficit 

b.  Transfer  to  s-urgical  therapy 

c.  Post  myelogram  headache 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  .FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination 

2.  Documented  record  of  pain  worse  with  neck  motion,  worse 
with  spasm,  or  tenderness  or  pressure 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  cervical 

spine  Review  if  Absent 

B.  Documented  neurological  and 

musculoskeletal  evaluation  Review  if  Absent 

C.  Operation  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  for  DISCHARGE 


These  criteria  are  'or  screening  Dati'ent  care 
for  subsequent  onysician  review  only  and 
do  not  constitute  standards  of  care. 


83 


CERVICO-BRACHIAL  SYNDROME     H-ICDA  ICDA-8  ICD-9-CM 
CERVICAL  DISC  (HERNIATEDT     725.0,  728.2         725.0,  728.2    722.0,  722.2 
  722.4,  722.71 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Pain  unremitting  in  ambulatory  setting 

2.  Scheduled  for  myelography  or  discography 

3.  Development  of  motor  dysfunction 

4.  Scheduled  for  operation  (see  surgical  indications) 

B,  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  neurological  deficit 

b.  Transfer  to  surgical  therapy 

c.  Post-tTiyelogram  headache 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination 

2.  Abnormal  electromyography  (EMG) 

3.  Documented  record  of  pain,  worse  with  neck  motion  or 
evidence  of  spasms  or  tenderness  on  pressure 

4.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  cervical 

spine  Review  if  Absent 

B.  Documentation  of  neurological  and 
musculoskeletal  evaluation  Review  if  Absent 

C.  Postoperative  radiologic  examination 

if  fusion  done  Review  if  Absent 


These  criteria  are  'or  screening  oatient  care 
for  subsequent  anysiclan  review  only  jnd 
io  not  constitute  standards  of  care. 


84. 


CERVICO-BRACHIAL  SYNDROME 

CERVICAL  DISC  (HERNIATED)  -  Continued 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  ' 

v.  indications  for  discharge 


These  criteria  are  '"or  screening  oatlent  care 
for  suDsequent  anysician  revie*  only  and 
io  not  constitute  standards  5f  care. 


CERVIX,  CARCINOMA.  INVASIVE  H-ICDA 

180.1 


ICDA-8 
180 


ICD-9-CM 
180.9 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Positive  biopsy  report  of  invasive  cervical  carcinoma 
with  definitive  plan  for  further  diagnosis  and 
pr'ocedures 

2.  Cervical  lesion  compatible  with  invasive  cervical 
carcinoma 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.       History  of  cervical  carcinoma  with  suspicion  of 
persistence  or  recurrence  of  disease  and  plans 
for  evaluation  and  therapy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 


1.  Pathology  report  of  cervical  carcinoma 

2.  Radiologic,  cystoscopic,  sigmoidoscopic  or  other 
evidence  of  extension  of  malignancy 

3.  Clinical  evidence  of  extension  of  malignancy 
following  treatment 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Consultation,  staging  and  decision  for 
subsequent  management  with  treatment 
specialists  (Surgeon,  therapeutic 
radiologist,  medical  oncologist)  in 
the  presence  of  presumed  or  estab- 
lished primary  or  metastatic  disease     Review  if  Absent 


a. 


Discovery  of  metastases  or  locally  advanced 
disease 


b. 


Intestinal  or  urinary  tract  complications 
including  fistula 


These  cHteria  jre  ^or  screening  oatient  cars 
for  suDseguent  pnysician  review  only  and 
io  not  csnstituca  sranoards  of  care. 


CERVIX,  CARCIMONA,  INVASIVE  -  Continued 

B.  Defined  plan  of  therapy  Review  if  Absent 

C.  Simple  hysterectomy  as  sole  therapy     Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Definition  of  post-discharge  treatment  plan,  rehabilitation 
and  follow-up 

V.      INDICATIONS  FOR  DISCHARGE 


These  criter-ia  are  •'or  screening  jatient  care 
for  subsequent  pnysician  review  only  and 
io  not  constitute  standards  of  care. 


CERVIX,  CARCINOMA,  INVASIVE,  H-ICDA 
RESIDUAL  OR  RECURRENT  18Q.1 


ICDA-8 
180 


ICD-9-CM 
180.9 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.       History  of  cervical  carcinoma  with  suspicion  of 

persistence  or  recurrence  of  disease  and  plans  for 
evaluation  and  therapy 

B.  INITIAL  LOS/CONTINUED  STAY 


1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Intestinal  or  urinary  tract  fistula 

b.  Hyperalimentation 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      History  of  cervical  carcinoma  with  suspicion  of  per- 
sistence or  recurrence  of  disease  and  plans  for 
evaluation  and  therapy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 


1.  Pathology  report  of  cervical  carcinoma 

2.  Radiologic,  cystoscopic,  sigmoidoscopic  or  other 
evidence  of  extension  of  malignancy 

3.  Clinical  evidence  of  extension  of  malignancy  following 
treatment 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Consultation,  staging  and  decision  for  subsequent 
management  with  treatment  specialists  (surgeon, 
therapeutic  radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 


or  metastatic  disease 


Review  if  Absent 


B. 


Defined  plan  of  therapy 


Review  if  Absent 


C. 


Simple  hysterectomy  as  sole 
therapy 


Review  if  Present 


88. 


These  criteria  are  ''or  screening  oatlent  care 
far  suBsequent  pnysician  review  only  md 
do  not  constitute  standards  of  care. 


CERVIX,  CARCINOMA,  INVASIVE, 
RESIDUAL  OR  RECURRENT  -  Continued 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


89, 

T?iM«  jT^teria  irt  'sr  jcr««fiinq  ajfient  car? 
•or  suosMucnt  snysleiin  -^vnw  only  jna 
30  'oz  csnstltuM  sranearas  of  Z3n. 


CERVIX.  POSSIBLE  INVASIVE  H-ICDA  ICDA-8  ICD-9-CM 

CARCINOMA  180,0,  180.1  180.0,  234.0  180.9,  233.1 

1.  Cervical  dysplasia  621.1  622.1 

2.  Carcinoma-in-situ 
of  the  cervix 

3.  Microinvasive  cervical  carcinoma 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.       Suspicion  of  invasive  cervical  carcinoma  for  further 
studies 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Positive  biopsy  report  of  cervical  dysplasia 

2.  Positive  biopsy  report  of  cervical  carcinoma-in-situ 

3.  Cytology  smears  suspicious  or  positive  for  malignancy 
with  no  site  of  malignancy  found  on  ambulatory 
cervical,  endocervical  or  endometrial  biopsies 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pre-admission  pathologic,  cytologic,  and/or 
colposcopic  studies  regarding  cervical  findings 

2.  Pathology  report  of  dysplasia,  carcinoma-in-situ, 
microinvasion  or  more  extensive  cervical  invasion 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  STUDIES 

A.  Abnormal  cervicovaginal  cytologic 

report  in  pre-admission  workup  Review  if  Absent 

B.  Cold  conization  of  cervix  Review  if  Absent 

C.  Consultation,  staging  and  decision 
for  subsequent  management  with 
treatment  specialists  (surgeon, 
therapeutic  radiologist,  medical 


These  criteria  tre  -or  ser««ninq  jifient  cars 
-or  suosMuent  ;nyi1c:an  "•"is*  only  ind 
:o  -oz  csnj-ifjc*  stinaarjs  if  nn. 


CERVIX.  POSSIBLE  INVASIVE  CARCINOMA  -  Continued 


oncologist)  in  the  presence 

of  presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thes*  cr-Tteria  srt  'or  sers«fling  :sfient  cars 
-or  suo5«flu«nt  irysician  -sview  jniy  ind 
30  lot  csnst-itutt  sianuirjs  -if  :in. 


CHEST  TRAUMA  H-ICDA  ICDA-8  ICD-9-CM 

862,  919.1  862,  919.1  860,  861 

862,  959.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  History  of  blunt  chest  trauma  associated  with  one  of 
the  following: 

a.  Respiratory  distress 

b.  Abnormal  xray  of  chest 

c.  Subcutaneous  emphysema 

d.  Shock 

2.  .Penetrating  trauma 

3.  Shock 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Persisting  disability  (e.g.,  pain,  dyspnea) 

c.  Persistent  air  leak  or  delayed  lung  re-expansion 
■(chest  drainage  tubes  still  in  place) 

d.  Complications  of  intubation  (tracheostomy  or 
thoracotomy) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  Entry  Necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  injury  (e.g.,  fracture,  effusion, 
atelectasis) 

2.  Physiologic  evidence  of  injury  (e.g.,  depressed 
ventilatory  function,  tachycardia,  arterial  blood  gas 
abnormality) 


92. 

This*  criteria  m  'or  3cr««ninq  jatisnt  cirs 
for  suos«<iu«nt  jnysieian  -"view  jnly  ina 
M  lot  csnstltuti  standaros  jf  zin. 


CHEST  TRAUMA  -Continued 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  assessment  (e.g., 

examination  of  chest,  ribs)  Review  if  Absent 

B.  Electrocardiogram  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


Tiles*  jr'ter'a  in  -or  scr««ninq  jatisnt  car- 
-or  suosMuant  :ny5ic:aii  -•vie*  only  ind 


93. 


CHILD  ABUSE 


H-ICDA 
YSO" 


ICDA-8 
996.8 


ICD>9-CM 
995.5 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      , Diagnosis  or  suspicion  of  child  abuse 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general 

a.  Intracranial  hemorrhage 

b.  Rupture  of  abdominal  organ/intra-abdominal 
hemorrhage 

c.  Burns  -  Second  degree  over  15%  of  body  surface, 
or  third  degree 

d.  Multiple,  comminuted  or  compound  fractures 

e.  Inability  to  place  in  safe  or  adequate  environ- 
ment 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  Entry  Necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Fractures  in  various  stages  of  healing 

2.  Injuries  of  any  kind  not  consistent  with  history 

3.  Findings  consistent  with  physical,  emotional,  or 
sexual  abuse,  or  physical  or  emotional  neglect 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  skull,  chest 

and  long  bones  Review  if  Absent 

B.  Detailed  description  or  color 

photographs  Review  if  Absent 


These  tr'tena  in  'or  screening  :at-:ent  zirt 
-"or  suose<:uent  :nyi1c-ian  -•vigw  :niy  ina 
;o  'oz  csnst'tuta  sisnaarjs  :f  zin. 


CHILD  ABUSE  -  Continued 


C. 


If  bruising  or  bleeding  present: 


partial  thromboplastin  time, 
platelets,  prothrombin  time, 
bleeding  time,  personal  or 


familial  history  of  bleeding 


Review  if  Absent 


D. 


Fundoscopic  examination  for 
evidence  of  trauma 


Review  if  Absent 


E. 


Search  for  records  of  previous 
hospitalizations  of  patient 
and  siblings 


Review  if  Absent 


F. 


Psychiatric  and/or  social  service 
consultation 


Review  if  Absent 


IV. 


V. 


discharge,  planning  (including  level  of  care  and  patient 
instructions! 

A.  Plan  for  follow-up 

B.  Record  on  chart  that  appropriate  child  protective  placement 
agency,  as  required  by  state  law,  has  assumed  responsibility 
for  follow-up 

INDICATIONS  FOR  DISCHARGE 


95. 


These  cr'fter'a  ire  '3r  sereemnq  patient  care 
-or  suoseouent  onysic:an  -eview  only  ind 
10  lot  constitute  stanaarjs  of  :are. 


CHOLELITHIASIS  AND  CHOLECYSTITIS,    H-ICDA  ICDA-8  ICD-9-CM 

ACUTE  AND  CHRONIC  574,  574.0     574,  574.0        574,  575 

574.1,  575     574.9,  575 
575.0,  575.1  576.0  -  576.9 
576.0  -  576.9 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Abdominal  pain  suggesting  biliary  colic  or  acute 
cholecystitis 

3.  Palpable,  tender  gallbladder 

4.  Jaundice 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Residual  stone  in  common  duct 

b.  Unremitting  jaundice 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  or  ultrasound  demonstration  of  gallstones, 
mucosal  abnormalities  or  non-visualized  gallbladder 
by  repeat  oral  cholecystogram  or  intravenous  cholan- 
giography 

2.  Pathology  report  of  stones  or  cholecystitis 

3.  Tender,  palpable  gallbladder 

4.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


These  criteria  in  'cr  scr-ening  aafient  csre 
-or  suoseouent  jnysiciin  -ivie*  oniy  jnd 
30  -at  csnszituce  stanoans  or  zin. 


CHOLELITHIASIS  AND  CHOLECYSTITIS, 
ACUTE  AND  CHRONIC  -  Continued 


A.  Radiologic  or  ultrasound  examination 
of  biliary  tract  (e.g.,  oral  cholecys- 
togram,  IV  cholangiogram,  KUB) 

B.  Liver  function  studies  with  jaundice 
(e.g.,  serum  bilirubin,  SGOT,  BUN, 
alkaline  phosphatase 

C.  Intra-operati ve  and/or  postoperative 
chol angiograms  in  presence  of 
jaundice 

D.  Radiologic  examination  of  the 
chest 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thvst  criteria  iPS  '3r  5Crs«fl1nq  jatient  lar? 
-or  suosefluant  anysician  --view  :nly  ind 
:o  •^oi:  tsnsfitute  szanaaris  :ir«. 


CIRRHOSIS  H-ICDA  ICDA-8  ICD-9-CM 

571  571  571 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  invasive  diagnostic  procedure  (e.g., 
liver  biopsy,  angiography) (see  procedural  indications) 

2.  Fever 

3.  Increasing  jaundice 

4.  Increasing  ascites 

5.  Encephalopathy  and/or  gastrointestinal  hemorrhage 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Failure  to  respond  to  initial  therapy 

b.  Onset  of  renal  failure  (hepato-renal  syndrome) 

c.  Hepatoma 

d.  Encephalopathy 

e.  Gastrointestinal  hemorrhage 

f.  Hepato-renal  syndrome  (e.g.,  rising  BUN,  fall- 
ing urine  output 

g.  Unexplained  fall  of  hemoglobin 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Asterixis,  fetor  hepaticus,  mental  changes,  rising 
serum  amnonia,  EEG  abnormality,  encephalopathy 

2.  Hematemesis,  tarry  stool,  anemia,  shock,  guaiac- 
positive  stool,  gastrointestinal  hemorrhage 

3.  Elevated  bilirubin 


These  criteria  are  for  screening  oatlent  care 
for  suosequent  onysician  review  only  and 
jo  not  constitute  standarfls  of  care. 


98. 


CIRRHOSIS  -  Continued 


4.      Shifting  dullness,  fluid  wave  or  paracentesis 
B.      FINAL  DIAGNOSIS  (PRINCIPAL)    .  .  - 

1.  Confirmed  liver  biopsy 

2.  Confirmed  physical  findings  Ce.g.,  jaundice,  ascites, 
spider  angiomata,  palmar  erythema,  or  asterixis)  with 
one  of  the  following: 

a.  Confirmed  history  (e.g.,  history  of  excessive 
alcohol  intake,  hepatitis,  exposure  to  toxins) 

b.  Confirmed  laboratory  findings  Ce.g.,  bilirubin, 
SGOT,  alkaline  phosphatase,  prothrombin  time 
or  BSP  elevation) 

c.  Positive  findings  on  endoscopy  and/or  angiography 
and/or  cholangiography,  liver  scan,  upper 
gastrointestinal  series  and  esophagogram 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Hepatic  function  tests  (e.g.,  bilirubin, 

alkaline   phosphatase,  SGOT)  Review  if  Absent 

B.  Special  diet  Review  if  Absent 

C.  Blood  coagulation  studies  prior  to 

liver  biopsy  Review  if  Absent 

D.  Radiologic  examination  of  the  chest  and 
upper  gastrointestinal  tract  (with 
esophagus) (except  if  admitted  for 

liver  biopsy  only)  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Documented  plan  of  follow-up 

V.  INDICATIONS  FOR  DISCHARGE 


Th«s«  crftsria  3P"  'or  scre«n1ng  jatient  cars 
-or  suose<Ju*nt  jnysician  -"view  only  ind 
M  lot  csnsfit'jtt  itanaams  oi*  :3r«. 


COLON  AND  RECTUM, 
MALIGNANT  NEOPLASM 


H-ICDA 
153,  154 
153.0  -  153.9 
154.0  -  154.2 


ICDA-8  ICD-9-CM 

153,  154  153,  154 

153.0  -  153.9  197.5,  Z30.3 

154.0  -  154.2  230.4 


I.      UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  malignant  neoplasm  of  colon  or  rectum 

2.  Scheduled  for  operation  (see  surgical  indications) 

3.  Admitted  for  colonoscopy  contraindicated  on  ambulatory 


basis 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Obstruction,  perforation,  hemorrhage 

c.  Post-operative  urinary  obstruction 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report  of  biopsy  and/or  brushing 
cytology  from  colonoscopy  or  excised  tissue 

2.  Operative  report  of  malignancy 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Digital  rectal  and  sigmoidoscopy         Review  if  Absent 

B.  Barium  enema  except  for  malignant 

neoplasm  of  rectum  with  obstruction     Review  if  Absent 

C.  Radiologic  examination  of  the 


chest 


Review  if  Absent 


Continued 


-or  suosMuenr:  inysic-iin  --vi*!.  :nly  ina 


COLON  AND  RECTUM 

MALIGNANT  NEOPLASM  -  Continued 


D.  Pre-treatment  consultation,  staging 
and  treatment  planning  with  treatment 
specialists  (surgeon,  therapeutic 
radiologist,  medical  oncologist}  in 
the  presence  of  presumed  or  establish- 
ed primary  or  metastatic  disease         Review  if  Absent 

E.  Upper  gastrointestinal  series  prior 

to  barium  enema  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.  Abdominal  stomal  counseling  (if  applicable} 

B.  Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'ter-'a  iPS  for  screening  jafient  care 
■or  suoseouent  inysiclan  -eview  only  ird 
:o  "0"  :3nsf:i:'jte  s^araaras  or  tare. 


COMA-STUPOR  H-ICDA  ICDA-8 

(of  unknown  etiology)     770.0,  770.1  780.0 


ICD-9-CM 
780.0 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.       Diagnosis  of  coma  or  stupor 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1 .      No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Physical  findings  and  clinical  observations 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  EEG  Review  if  Absent 

B.  Cerebral  spinal  fluid  analysis  Review  if  Absent 

C.  Blood  and  urine  profile  (e.g.. 


D.     Radiologic  examination  of 

central  nervous  system  Review  if  Ab; 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


multiphasic  screening,  toxi- 
cologic studies) 


Review  if  Absent 


Th«M  ZT'ter^i  irt  "ir  scrs-ning  jafient  cir« 
-or  suosecuent  invsician  --view  ^nly  md 


CONTRACTURES  AND  DEFORMITIES     H-ICDA  ICDA-8  ICD-9-CM 

OF  JOINTS  729.3  729.2,  729.5     718,  736 

729.8 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.       Scheduled  for  operation  and/or  manipulation 
under  anesthesia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

■ 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.       Documentation  of  loss  of  joint  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Physical  examination  revealing  loss  of  joint  function 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  involved  joint 
before  and  after  surgical  and/or 

manipulative  procedure  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


Thes«  irlter'a  tn  for  3cr~ning  jatisnt  zm 
■or  suosafluent  anysicMn  '•view  only  ind 
30  lot  :sn!fftute  stanaaras  zf  zzn. 


103 


CONTUSION  OF  FACE.  SCALP  AND  NECK     H-ICDA  ICDA-8  ICD-9-CM 

~     920  920  920 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Subcutaneous  bleeding 

2.  Respiratory  distress  secondary  to  upper  airway 
obstruction 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Hematoma 

b.  Tissue  necrosis 

c.  Respiratory  distress 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Respiratory  distress 

2.  Progressive  swelling 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Description  or  photograph  of  contusions 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  If  respiratory  distress  occurs  due  to  hematoma: 

1.  Attempt  at  decompression, 
and 

2.  Tracheostomy  if  decompress- 
ion unsuccessful  Review  if  Absent 

B.  Radiologic  examination  of  the 

chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  ~ 

V.    indications  FOR  DISCHARGE 


Th«se  erttenj  in        scr»eninq  aatitnt  cars 
•'or  suoscoucnt  snysiCTan  -?vnw  only  ino 
30  lot  isMtttutt  stanc»r«  care. 


CONVULSIONS  OF  UNKNOWN  H-ICDA  ICDA-8 

ETIOLOGY  AND  EPILEPSY  345  345 

ALL  TYPES  345.0  -  345.9 

770.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Intractable  convulsions  or  protracted  post-ictal 
state  or  status  epilepticus 

2.  Focal  convulsions  or  neurologic  deficit 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  [Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  convulsions 

b.  Post-convulsive  symptoms  Ce.g.,  confusion, 
aphasia,  stupor,  weakness) 

II.  VALIDATIONS  OF: 

A.  SYMPTOMS,  ENTERING  CWORKING)  DIAGNOSIS 
1.       Observed,  or  history  of,  seizures 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  History  and/or  observation  of  seizure 

2.  Abnormal  electroencephalogram 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

(Do  not  apply  to  febrile  convulsions  780.3) 

A.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

B.  Electroencephalogram  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


ICD^9-CM 
345,  780.3 


These  ir'Tter^a  are  'ar  screening  jatlent  nre  1  05s 

-'or  suDSMuent  ^nysic-an  -eview  ;nly  ma 
do  -oz  csnstlt'Jta  jtanearas  5f  :are. 


CORNEAL  DISEASE 


054,  363.0 
363.9,  378.3 
378.4,  742.8 


H-ICDA 


ICDA-8 
054,  363.0 
363.9,  378.3 
378.4,  744.8 


ICD-9-CM 
053.21 ,  054.43 
370,  371 


I. 


UTILIZATION  REVIEW 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  Csee  surgical  indications) 

2.  Medical  management  of  ulcer,  burn,  trauma,  or  immune 
reaction 

3.  Scheduled  for  removal  of  graft  sutures  (child  or 
uncooperative  patient) 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Hemorrhage  (intraocular) 

b.  Inflanmation 

c.  Increased  intraocular  pressure 

d.  Flat  anterior  chamber 

e.  Failure  to  epithelialize 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Inflammatory  or  infectious  corneal  ulceration  with 
or  without  perforation  of  the  cornea 

2.  Corneal  scarring,  dystrophic  keratopathy,  or 
bullous  keratopathy 

3.  Corneal  neoplasia 

4.  Recurrent  pterygium  requiring  keratoplasty  or  mucous 
membrane  graft;  bilateral  pterygium 

5.  Postoperative  status:  presence  of  sutures  in  child 
or  uncooperative  patient 


II.    VALIDATION  OF: 


Continued 
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CORNEAL  DISEASE  -  Continued 

r 

B.     FINAL  DIAGNOSIS  CPRINCIPAL) 

1.  Corneal  lesion  on  ophthalmologic  examination  .. 

2.  Positive  pathology  report 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Slit  lamp  examination  Review  if  Absent 

B.  Ophthalmoscopic  examination  Review  if  Absent 

C.  Visual  acuity  with  correcting 

lens  (except  under  age  5  years)  Review  if  Absent 

D.  Tonometric  measurements  (when  no 

infection  or  perforation)  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thsst  jr^tgria  ire  'sr  screan-inq  sat-ient  care 
-'or  5uose<ju«nt  3ny?1c-;an  -eview  only  md 
30  -ot  :3ns*1t"jt»  stanaartjs  31"  :ire. 


CYSTIC  FIBROSIS  H-ICDA  ICDA-8  ICD-9-CM 

273.0  273.0  277.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
T.       Initial  diagnosis  of  cystic  fibrosis 

2.  Presence  of  dyspnea,  chest  retractions  or  cyanosis 

3.  Need  for  parenterally  administered  antimicrobial 
therapy  i.. 

4.  Failure  to  thrive 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Cor  pulmonale/congestive  heart  failure 

b.  Malnutrition 

c.  Biliary  cirrhosis 

d.  Pneumothorax 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  aecessary 

B.  FINAL  DIAGNOSIS  CPRINCIPAL) 

1.      Twice-documented  quantitative  sodium  and  chloride 
greater  than  60  mEq/L  on  sweat  samples  of  100  mg 
or  more 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Antimicrobial  therapy,  pancreatic 

enzymes  Review  if  Absent 

B.  Chest  physical  therapy  Review  if  Absent 

C.  Radiologic  examination  of  the 

chest  Review  if  Absent 

Continued 


ThBS«  critir-^i  trt  'or  )Cr««mng  :at";ent  care 
-or  suosMuent  cnyiiclan  -evieii  only  jna 
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CYSTIC  FIBROSIS 


-  Continued 


D.  Education  of  parents  re:  diet, 
(calories  protein,  carbohydrates, 
fat  and  type  of  fat,  vitamin 
supplementation),  medications, 
chest  and  physical  therapy,  in- 
halation therapy  (if  used),  and 
social  and  emotional  problems 

(if  not  previously  accomplished)         Review  if  Absent 

E.  Administration  of  narcotics/ 

antihistamine  drug  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS"! 

A.     Plan  for  follow-up 

V.  INDICATIONS  FOR  DISCHARGE 


Thss*  criteria  srs  ^ar  serswinq  satient  car* 
-or  suoseauent  inysic-'an  -•visw  Dtily  jna 


DACRYOSTENOSIS  AND/OR  H-ICDA  ICDA^S  ICD-9-CM 

DACRYOCYSTITIS  368,  742.8  368,  744.8        375.2  -  375.9, 

771.6,  743.65 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Scheduled  for  examination  and/or  probing  under 
general  anesthesia 

3.  Medical  observation  and/or  treatment  under  controlled 
conditions 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Wound  separation 

b.  Extrusion  of  prosthesis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Persistence  of  epiphora  unrelieved  by  ambulatory 
management 

2.  Diagnosis  or  suspicion  of  congenital  stenosis  of 
canaliculus  or  nasolacrimal  duct 

3.  Diagnosis  of  chronic  dacryocystitis 

4.  Diagnosis  or  suspicion  of  acute  dacryocystitis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Regurgitation  from  canaliculus  on  expression  of 
nasolacrimal  duct 

2.  Obstruction  of  nasolacrimal  duct  and/or  canaliculus 
on  probing  and/or  irrigation 

3.  Positive  lacrimal  function  tests 

4.  Radiologic  demonstration  of  abnormal  nasal,  naso- 
lacrimal bones  or  abnormal  dacryocystogram 

Continued 


These  criteria  irt  'or  icrseninq  :af:snt  care 
-cr  suDSMuent  iny^icijn  -•vie*  :nly  ind 


110. 


DACRYOSTENOSIS  AND/OR 
DACRYOCYSITIS  -  Continued 


5.       Positive  pathology  report  (when  available) 
III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 
V. 


A.  Lacrimal  functions  tests 

B.  Probing  and/or  irrigation  of 
lacrimal  passage 

C.  Examination  of  nasal  cavity  to 
rule  out  contra-indication  to 
surgery 

D.  Visual  acuity  with  correcting 
lens  (except  under  age  5  years) 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 


Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT I ONST 

INDICATIONS  FOR  DISCHARGE 


These  criteria  in  ^ar  screemnq  ;af:ent  cars 
-or  suoseouent  tnysician  -"view  only  ind 


DENTO-ALVEOLAR  PATHOLOGY 
(teeth  and  supporting 
structures) 


H-ICDA  ICDA-8 

520.1,  520.6  520.1, 
520.7,  521.0  521.0, 
521.5,  522.5  522.5, 
522.7,  522.8  522.8, 
524.3,  524.4  524.4, 

525.2,  525.4  525.9 


ICD-9-CM 

520.6  520,  521,  522 
521.5  523,  524,  525 

522.7  526.5 
524.3 

525.4 


I.     UTILIZATION  REVIEW 


A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 


1.  Scheduled  for  operation  under  general  anesthesia  contra- 
indicated  on  ambulatory  basis 

2.  Concomitant  disease  (e.g.,  cardiovascul ar  di sease, 
diabetes  -  difficult  to  control)  for  which  patient 
is  under  concurrent  medical  management 

3.  Scheduled  for  operation  under  local  anesthesia  with 
documented  reason  why  it  cannot  be  done  in  ambulatory 
setti  ng 


B.      INITIAL  LOS/CONTINUED  STAY 


1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Airway  problems  (e.g.,  physical  observation) 

b.  Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 


II.    VALIDATION  OF 


A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 


1.  Control  of  pain  and  apprehension  in  the  unduly  fear- 
ful patient  (e.g.,  patient  under  phychiatric  treat- 
ment, previous  attempt  made  to  treat  in  ambulatory 
setting,  non-response  to  ambulatory  management) 

2.  Historical,  physical  and/or  radiologic  evidence  of 
the  presence  of  disease  or  deformity  (ies)  of  the 
teeth  or  supporting  structures 

3.  Historical  evidence  of  concomitant  systemic  disease 

4.  Repair  or  removal  of  teeth  (including  periodontal  and 
orthodontic  reasons),  endodontics 

Continued 


These  crlter-i»  ar*  'or  screemnq  3af;snt  cjps 
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DENTO-ALVEOLAR  PATHOLOGY  -  Continued 

(teeth  and  supporting 

structures) 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Historical  evidence  indicative  of  oral  functional 
impairment  (e.g.,  hemorrhage,  inability  to  tolerate 
prosthesis,  masticatory  problems,  speech  problems) 

2.  Pathology  report 

3.  Operative  report 

4.  Radiologic  evidence 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Evidence  of  medical  consultation  for 

treatment  of  systemic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


These  rr'tar^a  m  ■'or  scrseninq  jatient  cars 
■"or  suose<juent  ^nysician  -•view  inly  irta 
:o  -ot  :3n!ftfjte  szanaans  of  :3r«. 


DERMATITIS.  GENERALIZED  (Includes  H-ICDA  ICDA-8  ICD-9-CM 

generalized  erythroderma,  atopic  690,  691  690,  691     691,  692 

dermatitis,  nummular  ezcema,  692  -  695.9  692,  695.9  692.3,  695.9 

contact  dermatitis,  seborrheic  698,3  698,3  698.4 
dermatitis,  exfoliative  dermatitis, 
factitious  dermatitis) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Uncontrolled  by  ambulatory  care  with  documentation 

2.  Scheduled  for  diagnostic  evaluation  (e.g.,  search 
for  under-lying  malignancy)  when  the  exfoliative 
erythroderma  precludes  ambulatory  evaluation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Extension  of  disease  entity 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Historical  evidence  of  therapeutic  failure 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Physical  appearance  of  lesion  by  description  or 
photograph 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Investigation  of  associated  or 

underlying  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS? 

V.  INDICATIONS  FOR  DISCHARGE 
A.     Skin  eruption  improved 


Than  ir'tar-ia  irs  •'sr  scrwiinq  jat-lent  zin 
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DIABETES  MELLITUS  - 
COMA  AND  PRE-COMA 


H-ICDA 
250.1 


ICDA-8 
250.0 


ICD-9-CM 
250 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acidosis,  ketoacidosis,  lactic  acidosis  with  or 
without  coma 

2.  Hyperosmolar  state  with  dehydration 

3.  Insulin  resistance 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Complicating  underlying  concomitant  or  precipit- 
ating illness 

b.  Complications  of  therapy  including  cardiovascular 
complication,  hypoglycemia,  cerebrovascular  acci- 
dent, renal  failure 

c.  Regulation  of  new  or  previously  inadequately 
regulated  diabetic 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1 .      Altered  sensorium 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  PaC02  less  than  15  mms,  and  arterial  pH  less  than  7.30 

2.  Blood  glucose  greater  than  500  mg  percent 

3.  Serum  osmolality  greater  than  320  mOsm/Kg 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Repetitive  monitoring  of  sensorium,  PaCO^     Review  if  Absent 

B.  Repetitive  electrolyte  and  renal 


function  assessment 


Review  if  Absent 


Continued 
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DIABETES  MELLITUS  -  H-ICDA  ICDA-8  ICD-9-CM 

COMA  AND  PRE-COMA  -  250.1  250.0  250 

Continued 

C.  Insulin,  intravenous  fluid,  and  electrolyte 

therapy  Review  if  Absent 

D.  Fundoscopy  Review  if  Absent 

E.  Radiologic  examination  of  the 

chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 

A.     Absence  of  ketonuria/ketosis 


■Hiese  criter-is  ir?  "'or  scr««flim3  satient  zzrn 
-or  suOSMuent  ;nysic:an  •"•view  :nly  md 
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i 


DIABETES  MELLITUS  IN  CHILDREN  H-ICDA  ICDA-8  ICD-9-CM 

AND  ADOLESCENTS  250  250,  250.0     250,  775.1 

250.3  -  250.5  250.9  962.0 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  New  diagnosis  of  juvenile  diabetes  mellitus 

2.  Presence  of  ketoacidosis 

3.  Vomiting  and/or  diarrhea 

4.  Diabetes  out  of  control 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Ketoacidosis,  fluid  and/or  electrolyte  im- 
balance 

b.  Adjustment  reaction  of  childhood  or  adolescence 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Blood  COg  less  than  15  mEq/L  and/or  pH  less  than 
7.30  and7or  acetone  in  blood 

2.  Recurrent  hypoglycemia  (blood  glucose  less  than  50 

mg%)  and/or  hyperglycemia  (blood  glucose  greater  than  180  mg%) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Blood  sugar  of,  or  a  history  of  a  blood  sugar 
greater  than  180  mg% 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Two  blood  sugar  determinations, 
and  two  electrolyte  determinations, 

if  dehydrated  Review  if  Absent 

B.  If  ketones  in  urine,  at  least  four  urine 
determinations  per  day  for 

sugar  and  ketones  Review  if  Absent 

Continued 
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DIABETES  MELLITUS  IN  CHILDREN 
AND  ADOLESCENTS  -  Continued 


C.  Insulin  Review  if  Absent 

D.  Parenteral  fluids,  if  ketoacidotic 

(CO2  is  less  than  15  mEq/L)  Review  if  Absent 

E.  Instruction  of  patient  or  responsible 
party  to  handle  diet,  insulin  adminis- 
tration and  insulin  reactions  Review  if  Absent 

F.  Treatment  with  oral  hypoglycemic 

agents  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


These  zr-tsria  ire  -3r  screenlnq  :afient  zirt 
-or  suDseauent  ony5ic:3n  -"view  only  ma 
:o  'oz  ::nsf:fJi:e  jtancans  of  tar*. 


DIABETES  MELLITUS  WITH 
CHRONIC  COMPLICATIONS 


H-ICDA 
250.6 


ICDA-8 
250 


ICD-9-CM 
250.4  -  250.9 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DImJ'OSIS 

1.  Nephropathy  -  nephrotic  syndrome,  uremia 

2.  Major  neuropathy  -  persistent  pain,  visceral 

3.  Peripheral  vascular  disease  -  gangrene,  non-healing 
skin  ulceration 

4.  Uncontrolled  infection  (e.g.,  cellulitis,  osteo- 
myelitis, urinary  tract  infection) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Osteomyelitis 

b.  Persistence  of  skin  lesions  or  need  for 
amputation 

C.     Progressive  uremia 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.       See  lA 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Documented  diatetes  mellitus  with  one  of  the 
following: 

a.  Fundoscopic  confirmation  of  retinopathy 

b.  Documented  clinical  evidence  of  neuropathy 

c.  Documentation  of  unhealed  skin  ulceration,  or 
infection,  or  gangrene 

d.  Refer  to  validation  criteria  for  uremia  and 
nephrotic  syndrome 

Continued 
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TTiM*  cr-itena  in        scrs«ning  satient  cars 
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DIABETES  MELLITUS  WITH 

CHRONIC  COMPLICATIONS  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Culture  and  appropriate  antibiotic 
therapy  (infection) 

B.  Adequate  control  hyperglycemia 
and  glycosuria 

C.  Fundoscopy 

D.  Orders  for  local  heat  or  elevation 
in  face  of  peripheral  arterial  in- 
sufficiency 

E.  Dehydration  prior  to  diagnostic 
services  in  presence  of  proteinuria 
or  renal  insufficiency 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Present 


Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   '  " 

V.  INDICATIONS  FOR  DISCHARGE 


Thtsa  :r-ftaria  ars  'or  ier««fl1ng  jatlent  car* 
■'or  juosMuant  3ny?ic:4n  -tview  only  ina 
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DISLOCATION  OF  PATELLA, 
RECURRENT 


H-ICDA 
724.6 


ICDA-8 
724.5 


ICD-9-CM 
718.3 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.      Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Physical  evidence  of  pain,  instability,  deformity 

2.  History  of  recurrent  episodes  of  dislocation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Confirmed  diagnosis  prior  to  admission 

3.  Operative  report 

III.  OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pre-operative  radiologic  examination 

of  the  knee  Review  if  Absent 

B.  Bone  block  transfer  with  open 

epiphysis  (under  age  16)  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


TJieie  :r'terii  ir«  -ar  screening  jatient  cir* 
-or  suoseauent  tnys-icijn  -•view  only  ma 
20  •^ot  tansfifJts  szanasns  of  tars. 


DISLOCATION  OF  SHOULDER. 
RECURRENT 


H-ICDA 
724.1 


ICDA-8 
724.0, 
724.1 


ICD-9-CM 
718.31 


I.     UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 


B.      INITIAL  LOS/CONTINUED  STAY  ... 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  pain,  deformity,  loss  of  function  and 
instability 

2.  History  of  recurrent  episodes  of  dislocation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Confirmed  diagnosis  prior  to  admission 

2.  Radiologic  evidence 

3.  Examination  under  anesthesia  shows  dislocation 

4.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Pre  and  post-operative  neurologic 


B.     Pre-operative  radiologic  examination 

of  the  shoulder  Review  if  Pn 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


1. 


Scheduled  for  operation 


examination  -  upper  extremities 


Review  if  Absent 


These  :r"tsr-a  trt  'sr  screening  jat'ent  ispe 
•ar  suosMuent  iny^ician  -•view  ;nly  ma 


DISORDERS  OF  FACIAL  NERVE 


H-ICDA 
355.9,  356 
529.6,  761.5 


ICDA-8  ICD-9-CM 
355.9,    356    351,  767.5 
528.9,  529.6 
772.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation 

2.  Scheduled  for  diagnostic  nerve  blocks 

3.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes-difficult  to  control)  for  which' 
patient  is  under  current  medical  management 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  '   LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Physical  findings  and  clinical  observation 

2.  Operative  report 

III.  DUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
No  entry  necessary 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT! ONST 

V.  INDICATIONS  FOR  DISCHARGE 


ThM«  c-*teria  ir«  ^3r  scrwmg  :af;ent  car* 
for  suosMuent  onysic-ian  -sview  only  ina 
30  '<3Z  cansfituc*  staniliras  or  :ir«. 
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DISORDERS  OF  PERIPHERAL  H-ICDA.  ICDA-8  ICD-9-CM 

NERVOUS  SYSTEM  (Excluding  357.9  357.9  337,  353 

trigeminal  neuropathy  and 
facial  nerves.  Includes 
Gui llain-Barre  syndrome) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Progressive  motor  or  sensory  disability  of  extremities 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.      Neurological  findings  and  clinical  correlation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurological  findings  and  clinical  correlation 

2.  Electrodiagnostic  studies 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  STUDIES 

A.  Blood  and  urine  screen  Review  if  Absent 

B.  Toxic  screen  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


•or  suoseau«nt  inysician  -•view  only  ind 
:o  -ot  janstitutj  stanaans  of  art. 


124 


DIVERTICULAR  DISEASE 
OF  COLON 


H-ICDA 
562 

562.0  -  562.3 


ICDA-8 
562 

562.0  -  562.1 


ICD-9-CM 
562.1 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Radiologic  and/or  clinical  evidence  of  perforation, 
abscess,  fistula,  obstruction  or  bleeding 

2.  Recurrent  diverticulitis 

3.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report  of  operative  findings 

2.  Positive  radiologic  report  if  no  operation  performed 

III.  OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Digital  rectal  examination  and 
sigmoidoscopy 

B.  Antibiotics  in  acute  diverticulitis 
with  complications 

C.  Surgical  consultation  for  compli- 
cations 

D.  Radiologic  examination  of  the 
abdomen  to  include  barium  enema 
except  in  acute  diverticulitis 
with  free  perforation  and 
peritonitis 

E.  Consultation,  staging  and  decision 
for  subsequent  management  with 
treatment  specialists  (surgeon  , 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 


Review  if  Absent 


Continued 
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DIVERTICULAR  DISEASE  OF  COLON  -  Continued 


therapeutic  radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!   

v.  indications  for  discharge 

A.     Bowels  functioning 


■Hiese  :r'taria  jr»  'or  scrsemnq  :af;ent  urs 
-"OP  suDSMuent  ^nysician  -svisw  :nly  ma 
:o  -^ot  cansfit'jte  sranaarjs  :ire. 


DRUG  REACTIONS.  H-ICDA  ICDA-8  ICD-9-CM 

DERMATOLQGIC  MANIFESTATIONS     960  -  979  960  -  979  693.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Documentation  of  drug  reaction  uncontrolled  by 
ambulatory  care 

2.  Scheduled  for  intensive  drug  therapy  not  safe  or 
obtainable  as  ambulatory  patient 

3.  Readministration  of  the  suspected  drug 

4.  Severe  dermatitis  of  sudden  onset 

B.  INITIAL  LOS/CONTINUED  STAY 

■ 

1.  LOS  -  CLocal  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Exfoliative  dermitis 

b.  Hematologic,  vascular,  neurologic,  renal 
or  respiratory  abnormalities 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1,      Historical  evidence  of  ambulatory  therapy  failure 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Physical  appearance  of  lesion  by  description  or 
photograph 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Search  for  causal  drug  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  FOR  DISCHARGE 

A.     Skin  eruption  and  complicating  disorders  improved. 


Thtta  critei-ia  in  ^or  screening  ;af:ent  cars 
for  suosMuent  ^nysician  -sview  :nly  snd 
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DYSPHAGIA  H-ICDA  ICDA-8  ICD-9-CM 

781.4  784.4  787.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Progressive  dysphagia 

2.  Intractable  chest  pain 

3.  Aspiration 

4.  Weight  loss 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Esophageal  rupture,  perforation  or  hemorrhage 
following  endoscopy 

b.  Pneumomediastinum 

c.  Shock 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  appropriate 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
No  entry  appropriate 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  the  esophagus 

and  chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.     Diagnosis  established;  acute  care  no  longer  required 


These  crltaria  ar*  •'op  3cr~mnq  jatlsnt  tirt 
rgr  suoseflueot  jnysicun  -sview  only  md 
:o  "oz  csnsfituta  stanaans  or  :ir». 


EAR.  EXTERNAL,  DISEASES       H-ICDA  ICDA-8  ICD-9-CM 

232.1,  380  323.1,  380         232.2,  380 

387.1,  387.3  387.1,  387.9       744.0,  744.3 

387.9  745.0  -  745.3 

743.0  -  743.3  872,  931 
931 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure  in- 
appropriate to  perform  on  ambulatory  basis  (e.g., 
biopsy) 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Facial  paralysis 

b.  Vertigo 

C.  Perichondritis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  External  ear  tumor 

2.  Pain,  swelling,  heat  of  external  ear 

3.  Ear  deformity,  external  ear  trauma  or  foreign  body 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Visible  evidence  of  atresia,  tumor  or  abnormality 

2.  Pathology  report 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
No  entry  appropriate 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


Thess  :r'ter^a  irt  '^r  scr««fling  satTent  care 
-or  suosMuent  inyjician  -•visw  only  jnd 


129. 


EAR.  INNER,  DISEASE  H-ICDA  ICDA-8  ICD-9-CM 

INCLUDING  TEMPORAL  BONE         160.1*,  191.7  160.1*,  191  160.1,  231.8, 

212.0,  225.0  212.0,  225.0  212.0,  235.9 

231.0,  238.1  231.0,  238.1  386,  387,  388. 

284.0,  384.1  384.0,  384.9  388.5,  389.04, 

387.4,  389.1  387.9,  389  744.05 

743.0,  772.4  745.0,  781.3 
772.5 

I.      UTILIZATION  REVIEW 


A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure  in- 
appropriate on  ambulatory  basis  (e.g.,  arteriogram, 
radiation  therapy,  chemotherapy  (see  procedural 
indications) 

2.  Scheduled  for  operation  (see  surgical  indications) 

3.  Vertigo 

B.  .  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Facial  paralysis 

b.  Persistent  vertigo,  labyrinthitis 

c.  Intracranial  complications  (meningitis, 
hemorrhage) 


II.    VALIDATION  OF: 


A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 


1.  Ear  pain  and/or  severe  headache  and  hearing  loss 

2.  Acute  or  persistent  vertigo  and  ear  and/or  head  pains 

3.  Report  of  abnormal  ENG,  abnormal  audiometry  or  radio- 
logic evidence  of  inner  ear  or  cerebellopontine 
angle  tumor 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.       Hearing  loss  (sensory-neural) 


Continued 
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130. 


EAR,  INNER,  DISEASE 

INCLUDING  TEMPORAL  BONE  -  Continued 


2.  Radiologic  evidence  of  temporal  bone  abnormality 

3.  ENG  abnormality 

4.  Pathology  report 

5.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Report  of  hearing  evaluation  within 

prior  60  days  Review  if  Absent 

B.  Report  of  temporal  bone  radiologic 

examination  Review  if  Absent 

C.  Radiologic  examination,  mastoids 
(e.g.,  CAT  scan)  for  cerebello- 
pontine angle  tumor  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  ' 

V.  INDICATIONS  FOR  DISCHARGE 

*See  also  criteria  set  entitled  "Head  and  Neck,  Malignant  Neoplasms" 


Thes«  cHter'a  irt  'or  scrssfling  jatient  zin 
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131. 


I 

i 
j 


EAR.  MIDDLE. 
DISEASES 


H-ICDA 

160.1*,  212.0 
230.1,  381 
383,  386 
387.0,  387.2 
387.5,  387.9 


389.0,  389.2 

743.0,  772.0 

772.1,  772.2, 

872 


ICDA-8 

160.1*,  212.0 
231.0,  381 
381.9,  383 
384.9,  386 


387.0,  387.2 
387.9,  389, 
745.0,  872 


ICD-9-CM 

160.1*,  212.0,  231.8 
235.9,  381  -  385 
744.03  -  744.24 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure 
inappropriate  to  perform  on  an  ambulatory  basis 
(e.g.,  biopsy,  ateriogram) (see  procedural  indications) 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Intracranial  complication  (meningitis  or  brain 
abscess) 

b.  Facial  paralysis 

c.  Vertigo 

d.  Labyrinthitis 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  Middle  ear  tumor 

2.  Repeated  attacks  of  otitis  media,  either  suppurative 

or  serous,  with  or  without  tympanic  membrane  perforation 

3.  Hearing  loss  secondary  to  otitis  media  or  conductive 
hearing  loss 

4.  Perforation  of  eardrum 

Continued 


132. 
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EAR,  MIDDLE,  DISEASES  -  Continued 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  middle  ear  and/or  mastoid 
disorder 

2.  Evidence  of  ear  tumor,  drainage  or  abnormality 

3.  Evidence  of  hearing  loss 

4.  Pathology  report 

5.  Operative  report 

HI.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Report  of  hearing  evaluation  within 

prior  60  days  Review  if  Absent 

B.  Surgical  treatment  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 

*See  also  criteria  set  entitled  "Head  and  Neck,  Malignant  Neoplasms 


T>iese  :r-!tar^a  irt        scr«*n-ing  jafient  care 
"3r  suosMuent  ;nysic-.4n  -sviaw  only  ind 
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ENCEPHALOCELE 


H-ICDA 
740.2 


ICDA-8 
743.0 


ICD-9-CM 
742.0 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  encephalocele 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Cerebrospinal  fluid  leak  from  lesions  or  wound 

b.  Hydrocephalus  and  its  complications 

I I .  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Examination  with  cranial  protrusion 

2.  Histopathologic  study 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

B.  Documented  observation  of  head 

size  Review  if  Absent 

IV.  DISCHARGE  PLANNING  [INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions!     '  ~" 

V.  INDICATIONS  FOR  DISCHARGE 


These  zr''.tr-i  ir*  'ir  scresmnq  :af:ent  cir- 
-or  suose^uent  jnysician  --vie*  :nly  ina 


ENCEPHALOPATHY  H-ICDA  ICDA-8  ICD-9-CM 

(Toxic  -  metabolic)  770.9  781.7  251.2,  266.9,  269.2 

291.2,  349.82,  348.3 
948.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diagnosis  or  suspicion  of  toxic-metabolic  encephalopathy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Intermittent  or  progressive  neurologic  deficit 

II.  VALIDATION!  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  toxic  levels 

2.  Metabolic  abnormality 

ni.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Blood/urine  screen  Review  if  Absent 

B.  Toxic  screen  Review  if  Absent 

C.  Gastric  lavage  if  ingestion  occurred 

within  four  hours  prior  to  admission    Review  if  Absent 

D.  Electroencephalogram  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   —  

V.  INDICATIONS  FOR  DISCHARGE 


Th«s«  criteria  iPS  ^or  scrMninq  aaffent  care 
'or  suosMuent  :nysic:4n  -?vie«  :niy  ina 
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135. 


ENDOCARDITIS.  INFECTIOUS  H-ICDA 

421 .0 


ICDA-8 
421.0 


ICD-9-CM 
421 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/ WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  endocarditis 
(fever  and  murmur) 

2.  Infectious  involvement  of  prosthesis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Unusual  etiology  (e.g.,  fungal,  rickettsial  or 
resistant  micro-organisms) 

b.  Infectious  involvement  of  prosthesis 

c.  Congestive  heart  failure,  renal  failure 

d.  Necessity  for  valve  replacement 

e.  Metastatic  abscess  formation 

f.  Complication  of  drug  therapy 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     See  (lA  1  and  2) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Positive  blood  culture 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Penicillin  or  semisynthetic  penicillin 


therapy 


Review  if  Absent 


B. 


Serum  bactericidal  studies 


Review  if  Absent 


C. 


Radiologic  examination  of  the 
chest 


Review  if  Absent 


Continued 


Thsst  tr'.isr^i  ir«  "ar  scr"«ning  jatient  tire 
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ENDOCARDITIS,  INFECTIOUS  -  (Continued) 

D.  Treatment  less  than  4  weeks,  unless 
the  organism  is  a  viridans  strep, 
sensitive  to  penicillin  G 

E.  Simultaneous  use  of  more  than  two 
antibiotics 

F.  Treatment  started  more  than  24 
hours  after  first  positive  blood 
culture  recorded 

G.  Use  of  bacteriostatic  drugs 


Review  if  Present 
Review  if  Present 

Review  if  Present 
Review  if  Present 


IV.    DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST"  ' 


INDICATIONS  FOR  DISCHARGE 


T>iese  criteria  in  ^or  scr««fling  :atient  cars 
•or  suoseouent  jnysician  -"vie*  only  ma 
:o  '-oz  csnjfifjti  szaneaMs  jr  car*. 


ENDOMETRIOSIS  H-ICDA  ICDA-8  ICD-9-CM 

619.0,  619.1  625.3  617 

619.3,  619.5 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report  of  endometriosis;  or,  if  no  surgical 
specimen,  operative  report  of  pelvic  endometriosis 

2.  Description  of  pelvic  examination  findings  of  tender 
nodules  in  uterosacral  ligaments  and  cul-de^sac 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Description  of  findings  of  pelvic 
examination,  and  laparotomy  or 
laparoscopy  or  pelvic  ultrasono- 
graphy Review  if  Absent 

B.  Bilateral  oophorectomy  and  hys- 
terectomy in  women  under  age  30  Review  if  Present 

C.  Bilateral  oophorectomy  without 

hysterectomy  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  ~~~~ 

V.      INDICATIONS  FOR  DISCHARGE 


Thtte  :r*ter'a  ir?  'or  3cr«*mnq  :sf:ent  zin 
•"or  suDSMuant  onysician  -iview  jniy  jna 
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ENDOMETRIUM,  MALIGNANT  H-ICDA  ICDA-8  ICD-9-CM 

NEOPLASM  182.0,  198.9  182.0,  198,9     182.0,  236.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Suspected  or  proven  carcinoma  of  the  endometrium 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Discovery  of  disseminated  disease 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  positive  endometrial  biopsy 

2.  Vaginal,  cervical,  or  uterine  cytology  positive  or 
suspicious  for  endometrial  carcinoma 

3.  Abnormal  uterine  bleeding 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Pathology  report  of  endometrial  carcinoma 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Fractional  dilatation  and  currettage   Review  if  Absent 

B.  Clinical  staging  of  the  endometrial 

malignancy  Review  if  Absent 

G.     Histopathologic  grading  of  tumor         Review  if  Absent 

D.     Consultation  and  treatment  planning 
with  therapeutic  specialist  (e-g.. 
gynecologist,  therapeutic  radio- 
logist, medical  oncologist)  in  the 
presence  of  established  or  metastatic 
disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS 

V.  INDICATIONS  FOR  DISCHARGE 


Thes*  cr'^ter-ia  are  'or  scrssning  ratient  car? 
•'or  sueseauent  jnysician  -svlew  only  ind 
20  "oz  csnsfit'jta  j'andarfls  nf  tare. 
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ENDOTOXIC  SHOCK  H-ICDA  ICDA-8  ICD-9-CM 

775.1  038.9  785.59,  998.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  endotoxic  shock 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Failure  to  respond  to  antibiotics 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  blood  culture 

2.  Systolic  blood  pressure  of  90  or  less  with  clinical 
picture  of  shock  (pallor,  sweating,  impaired  mentation, 
reduced  urinary  output) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Blood  culture  prior  to  antibiotic 

therapy  Review  if  Absent 

B.  Critical  care  services  (e.g.,  vital 
signs  every  hour,  intensive  care 
unit,  monitor  urine  output,  central 

venous  pressure  monitoring)  Review  if  Absent 

C.  Antibiotic  administration  irmiediately 

after  culture  Review  if  Absent 

D.  Intravenous  fluids  within  1  hour 

after  admission  Review  if  Absent 

E.  Appropriate  consultation  if  no  response 

to  therapy  within  8  hours  Review  if  Absent 

F.  Radiologic  examination  of  the 

chest  Review  if  Absent 

Continued 
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ENDOTOXIC  SHOCK  -  Continued 

ly.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


These  cr'iter'a  ir?  "ar  3cr«eninq  ratlent  zin 
-or  suosefluent  jnysicUn  -•view  only  ind 
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END  STAGE  RENAL  DISEASE  CARE  H-ICDA 
REQUIRING  MAINTENANCE  DIALYSIS  Y15.1 


ICDA-8 
Y10.1 


ICD-9-CM 
V46.1,  V56 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

T.     External  shunt,  fistula,  complications  (e.g.,  infection, 
bleeding,  aneurysm),  thrombosis  and/or  obstruction 

2.  Acute  cardiovascular  complications  (e.g.,  pericarditis, 
pulmonary  edema,  hypertension) 

3.  Acute  electrolyte  disorders  (e.g.,  hyperkalemia,  acidosis) 

4.  Outpatient  dialysis  medically  not  suitable  or  physically 
not  available 

5.  Ausculatory  and  radiologic  findings  consistent  with 
pulmonary  edema;  friction  rub  or  echocardi ographic  or 
radiologic  hypertension 

6.  Serum  postassium  greater  than  6.0  mEq/L  (hyperkalemia; 
reduced  blood  pH  or  bicarbonate  acidosis) 

7.  Persistent  high  temperature  and/or  positive  blood 
cultures 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  External  shunt  or  fistula  complications  (e.g., 
infection,  bleeding,  or  aneurysm  formation) 

b.  Acute  electrolyte  disorders  (e.g.,  hyperkalemia, 
acidosis) 

c.  Unexplained  fever 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Surgical  revision  of  external  shunt  or  fistula  (e.g., 
for  bleeding,  aneurysm,  infection) 

2.  See  lA  1) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Diagnosis  a    previously  established 

Continued 
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END  STAGE  RENAL  DISEASE  CARE 

REQUIRING  MAINTENANCE  DIALYSIS  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Appropriate  antibiotic  therapy  in 

presence  of  infection  Review  if  Absent 

B.  Monitoring  of  vital  signs  and 
regional  heparinization  during 
hemodialysis  in  presence  of 

pericarditis  Review  if  Absent 

C.  Extra-ultra  filtration  during  dialysis 
for  pulmonary  edema  with  clinical 

improvement  Review  if  Absent 

D.  Inpatient  dialysis  within  72  hours 

of  admission  Review  if  Absent 

E.  Ultrafiltration  dialysis,  control  with 
drugs,  or  nephrectomy  for  hyperten- 
sion Review  if  Absent 

F.  Radiologic  examination  of  the 

chest  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS") 

A.     To  ambulatory  renal  dialysis  program 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Resolution  or  suitable  control  of  problem  justifying 
admission 


TH«se  :rit«r-ia  irs  'ar  scrwfnng  :afient  art 
-or  suDSeouent  jnysician  --view  ^nly  ina 
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ENTERITIS,  NON-INFECTIOUS,        H-ICDA  ICDA-8  ICD-9-CM 

IN  CHILDREN  AND  ADOLESCENTS       563.9  563.9  558.2,  564.1,  564.5 

(Excluding  chronic  ulcerative  564.9  (for  558.9 

colitis  and  Crohn's  disease)  refer  to  inflammatory 

bowel  disease) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diarrhea  for  more  than  two  weeks  with  weight  loss 
or  failure  to  gain  weight  and: 

a.     Dehydration  and/or  weakness 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Parenteral  alimentation 

b.  Anemia  (Hbg  less  than  10  Gm%  or  Hct  less  than  30%) 

c.  Hypoproteinemia  (albumin  less  than  1.5  Gm%) 

d.  Persistent  weight  loss 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  CWORKING)  DIAGNOSIS 

1.     Documentation  of  weight  loss  more  than  5%  body 
weight  or  clinical  estimate  of  dehydration  more 
than  5%  body  weight 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
No  entry  appropriate 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Stool  examination  for  blood  (gross 

or  occult),  ova  and  parasites  Review  if  Absent 

B.  Stool  culture  and  stool  for  pH 

and  reducing  substance  Review  if  Absent 

C.  Rectal  examination  Review  if  Absent 

Continued 
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ENTERITIS,  NON-INFECTIOUS, 

IN  CHILDREN  AND  ADOLESCENTS  -  Continued 


D.  Quantitative  iontophoresis  Review  if  Absent 

E.  Diet  order  and  daily  weight  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


These  cr'ter-'j  ars  ''or  screening  jatient  care 
-or  suDseouent  inysicUn  -eview  jnl/  ina 
:o  -oc  rsnsfit-jtt  stanaarjs  if  :ire. 


EPILEPSY  AND  CONVULSIONS  H-ICDA  ICDA-8  ICD-9-CM 

IN  CHILDREN  345  -  345.9  345  -  345.9  345 

770.3  780.2  780.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1 .  Status  epi lepticus 

2.  Scheduled  for  arteriography,  pneumoencephalography, 
subdural  tap  (see  procedural  indications) 

3.  History  of  focal  or  Oacksonian  seizure  or  occurrence 
of  focal  neurologic  signs 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Status  epi lepticus 

b .  Coma 

c.  Adverse  drug  reaction 

d.  Neurologic  sequelae  Ce.g.,  hemiplegia) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Focal  seizures  and/or  increased  intracranial  pressure 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
No  entry  appropriate 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Convulsions  other  than  febrile  will  require: 

1.  Blood  sugar,  serum  calcium  and  * 
phosphorous  if  not  previously 

done  Review  if  Absent 

2.  Electroencephalogram  during  hosp- 
italization or  scheduled  within 
three  weeks  if  not  previously 

done  Review  if  Absent 

Continued 
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EPILEPSY  AND  CONVULSIONS 
IN  CHILDREN  -  Continued 


3. 


Radiologic  examination  of  central 
nervous  system 


Review  if  Absent 


4. 


Anticonvulsant  drugs 


Review  if  Absent 


5. 


Lumbar  puncture  if  under  6  months 
of  age,  if  not  previously 
done 


Review  if  Absent 


IV.    DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Plan  for  follow-up  including  anti -convulsive  therapy  for 
non-febrile  seizures 

IV.    INDICATIONS  FOR  DISCHARGE 


« 


Thes*  cr-taria  m  'ar  icrs^ning  jafisnt  cin 
-or  suosMuent  anysiciin  -•vis»  only  ina 
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ESOPHAGEAL  ATRESIA  AND  H-ICDA  ICDA-8  ICD-9-CM 

TRACHEOESOPHAGEAL  FISTULA,  750.3,  750.4         750.2,  750.3     530.1,  553.3 

PEDIATRIC  AGE  GROUP  750.3,  750,5 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diagnosis  or  suspicion  of  esophageal  atresia  and/or 
tracheoesophageal  fistula 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Weight  gain  less  than  20  Grams/day   while  on 
oral  or  gastrostomy  feedings 

b.  Prematurity  (weight  less  than  2500  Grams) 

c.  Operation 

d.  Anastomotic  leak  or  stricture 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  esophageal  atresia  and/or 
tracheoesophageal  fistula 

2.  Endoscopic  demonstration  of  tracheoesophageal  fistula 

3.  Operative  report  of  esophageal  atresia  and/or 
tracheoesophageal  fistula 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Operative  treatment  Review  is  Absent 

B.  Pre  and  post  operative  radiologic  exam- 
ination of  chest  Review  if  Absent 

Continued 
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ESOPHAGEAL  ATRESIA  AND 
TRACHEOESOPHAGEAL  FISTULA, 
PEDIATRIC  AGE  GROUP  -  Continued 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'tena  irt  'or  scrteflinq  jstient  I3r» 
■"or  suoseauent  rnysicran  -"view  only  in<t 


ESOPHAGEAL  HIATUS  HERNIA  OR  H-ICDA       ICDA-8  ICD-9-CM 

GASTROESOPHAGEAL  REFLUX~^  551 .5        551. 3        530.1  ,  553.3 

553.5        553.3  750.6 

I. .     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Rain  -  dysphagia  not  responsive  to  medical  therapy 

2.  Esophageal  bleeding,  stricture  or  obstruction 

3.  Failure  to  thrive  in  infants  or  children  in  association 
with  esophageal  hiatus  hernia 

4.  Endoscopy,  esophageal  dilation  [See  procedural 
indications! 

5.  Scheduled  for  operation  CSee  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS       CLocal  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Persistent  pain,  bleeding  or  dysphagia 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Radiologic  evidence  of  gastroesophageal  reflux  or 
endoscopic  evidence  of  esophagitis 

2.  Bleeding  -  anemia,  positive  test  for  blood  in  stool 
or  vomitus 

3.  Stricture  -  radiologic  or  endoscopic  evidence  of 
stricture 

4.  Documentation  of  failure  to  gain  weight  in  infant 
or  child 

B.  FINAL  DIAGNOSIS  (.PRINCIPAL) 

1.     Radiologic  evidence  of  hiatal  hernia  with  or  without 
esophageal  stricture 

Continued 


ESOPHAGEAL  HIATUS  HERNIA  OR 
GASTROESOPHAGEAL  REFLUX  -  CContinued) 

2.  Endoscopic  evidence  of  esophagi tis  or  stricture 

3.  Positive  operative  report 

4.  Evidence  of  gastroesophageal  reflux  by  radiologic 
examination,  endoscopy  or  pH  probe 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Initiation  of  weight  reduction 
regimen  for  obese  patients  if 

no  operation  Review  if  Absent 

B.  Antacid  therapy  and  elevation  of 

bed  if  no  operation  Review  if  Absent 

C.  Radiologic  examination  of  the 

esoptiagus,  chest  and  esophagoscopy      Review  if  Absent 

D.  Salicylate  therapy  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     Documentation  of  follow-up 

V.  INDICATIONS  FOR  DISCHARGE 


Thw  criteria  m  'ir  serwiinq  jafient  iir- 
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ESOPHAGUS,  CHEMICAL  INJURY,       H-ICDA  ICDA-8  ICD-9-CM 

ACUTE  947.2  949  862.22,  947.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Suspicion  or  presence  of  acute  chemical  injury  of 
the  esophagus 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Airway  or  esophageal  obstruction 

b.  Esophageal  stricture 

c.  Perforation  of  esophagus 

d.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .     Burns  of  esophagus  seen  at  esophagoscopy 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Inspection  of  mouth  and  pharynx  Review  if  Absent 

B.  Radiologic  examination  of  chest 

prior  to  esophagoscopy  Review  if  Absent 

C.  Radiologic  examination  of  esophagus 
if  burn  is  demonstrated  on  esopha- 
goscopy Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Tolerating  diet  by  mouth  and/or  gastrostomy 


152, 

These  cr'ter-ia  ir?  -'or  scr-eninq  patient  lire 
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ESOPHAGUS,  DISEASES  H-ICDA  ICDA-8  ICD-9-CM 

150,  211.0  150,  211.0  150.9,  197.8,  230 

230.0,  530.2  230.0,  530.2       235.5,  239.0,  530 

530.3,  530.5  530.3,  530.4       530.9,  750.3,  750 

750.4,  935  750.3,  750.8 
947.2                    935,  949 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Operative  procedure  (see  surgical  indications) 

2.  Scheduled  for  rigid  esophagoscopy,  or  initial  or 
pneumatic  dilatation 

3.  Suspicion  of  esophageal  hemorrhage,  perforation  or 
obstruction 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Operative  complication  (esophageal  rupture  or 

perforation,  hemorrhage,  infection  or  anastomosis 
leakage) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Dysphagia,  and/or  hematemesis,  or  progressive 
reduction  of  oral  intake 

2.  Regurgitation 

3.  Evidence  of  esophageal  foreign  body,  diverticulum, 
tumor,  or  stricture 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  or  endoscopic  evidence  of  esophageal  disease 

2.  Pathology  report 

3.  Operative  report 

4.  Abnormal  motility  of  esophagus 

Continued 
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ESOPHAGUS,  DISEASES  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  or  endoscopic  examination 

of  esophagus  Review  if  Absent 

B.  Radiol qgic  examination  of  chest  Review  if  Absent 

C.  Consultation,  staging  and  treatment 
planning  with  treatment  specialists 
(surgeon,  radiation  therapist, 
medical  oncologist),  in  the  presence 
of  presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Satisfactory  return  of  deglutition  or  appropriate  methods 
for  alimentation 


-"or  suoSMuent  iny^ie-im  -tvisw  :nl/  ina 
-.0  -ot  :3n3"fjte  sranaarjs  2r  -.in. 


w 


EXTRACRANIAL  ARTERIAL 
OCCLUSIVE  DISEASE 


432.0,  432.1 
435.0,  435.1 
442.2,  446.6 
447.2 


H-ICDA 


432.0,  432.9 
435.0,  435.9 
442,  446.6 
447 


ICDA-8 


ICD-9-CM 
433,  447.1 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Transient  cerebral  ischemic  attach  (TIA) 

3.  Recent  stroke,  progressing  or  completed 

4.  Scheduled  for  arteriography  (see  procedural  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

■ 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Transient  visual  disturbance  or  transient  hemiparesis 
or  transient  speech  dysfunction  with  or  without 
carotid  bruit 

2.  Hemiparesis  or  speech  dysfunction 

3.  Dizziness  or  gait  disturbance  of  dysarthria  associated 
with  blood  pressure  differential  in  upper  extremities 
or  localized  supraclavicular  bruit 

4.  Abnormal  angiogram  or  abnormal  non-invasive  evidence 
(e.g.,  Doppler  ophthalmodynamometry,  isotope  flow 
study  or  brain  scan) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1,     Pathology  report  of  excised  tissue  (e.g.,  atheroma) 


a. 


Postoperative  stroke  or  continued  or  progressing 
stroke  (convulsions  or  speech  defect  or 
extremity  weakness) 


Continued 


155. 


Th«st  erfteria  in  ^nr  scr««ning  jafient  cars 
-'or  suBSMUWt  ;nviie-ijn  -«view  :nly  ind 
M  lot  lanstltuci  sianaarjs  if  zm. 


EXTRACRANIAL  ARTERIAL 
OCCLUSIVE  DISEASE  -  Continued 


2.  Operative  description  of  lesion 

3.  Arteriographic  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV, 


A.  Lab  tests:  BUN,  electrolytes, 
blood  sugar 

B.  Radiologic  examination  of  the 
chest 

C.  Neurologic  evaluation 

D.  Arteriography  or  non-invasive 
evaluation 

E.  Electrocardiogram 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     Documented  rehabilitation  plans  for  patients  with  neurologic 
deficits 

INDICATIONS  FOR  DISCHARGE 


These  cr-rtar-ia  jr«  'or  jcreening  jat-enr  an 
-"or  suosefluent  ^nysic'ian  -"vie*  jnly  md 
::o  "oz  ijnsfit'jcs  sianaams  jf  ;3re. 


156. 


FACIAL  BONES  (  EXCEPT  NASAL       H-ICDA  ICDA-8  ICD-9-CM 

BONES)  CYSTS  AND  FRACTURES"      526.0  -  526.2       526.0  -  526.2       526,  802 

802.2  -  802.4       802.2  -  802.4 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Intracranial  trauma  (infection  or  hemorrhage) 

b.  Respiratory  obstruction  and/or  pulmonary  compli- 
cations 

c.  Post-operative  loss  of  fracture  reduction 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Cyst  of  facial  bones,  by  physical  exam  or  history 

2.  Unstable  or  displaced  fracture  by  history,  physical 
and/or  radiologic  exam 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  facial  bone  fracture  or  cyst 

2.  Visible  or  palpable  evidence  of  fracture  or  cyst 

3.  Operative  and  pathology  reports 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Ophthalmologic  examination  with 
emphasis  on  visual  acuity  and 
ophthalmoscopic  findings  when 

orbit  involved  Review  if  Absent 

B.  Radiologic  examination  of  facial 

bones  Review  if  Absent 

C.  Surgical  treatment  (reduction  of 

fracture  or  excision  of  cyst)  Review  if  Absent 

Continued 


"fiese  -r-tar-a  ir-  -or  scr-etiinq  jafient  car" 
-or  suoseauent  ;nysic-an  -•visw  :ni/  sna 


157 


FACIAL  BONES  (EXCEPT  NASAL  BONES) 
CYSTS  AND  FRACTURES  -  Continued 


IV.  niSCHARnF  PIANNTNn  fTNCIIiniNn  IFVFl    flF  P.ARF  ANH  PATTFNT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


"or  suDseousnt  inysican  -^visk  only  ;na 


FACIAL  BONES  (EXCEPT  NASAL       H-ICDA  ICDA-8  ICD-9-CM 

BONES),  MALIGNANT  NEOPLASM       170,  170.0  170,  170.0  170.0,  170.1 

170.1  170.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  procedure  (see  procedural 
indications) 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  mass  or  lesion  by  history  of  physical 
exam 

2.  Diagnosed  malignancy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  microscopic  tissue  analysis 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  facial 

bones  and  chest  Review  if  Absent 

B.  Microscopic  tissue  analysis  Review  if  Absent 

C.  Pre-treatment  consultation,  staging 
and  treatment  planning  with  treatment 
specialists  (surgeon,  therapeutic 
radiologist,  medical  oncologist)  in 
the  presence  of  presumed  or  established 

primary  or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

Continued 


7h«s«  criteria  ars  'ar  scresmng  :atient  an 
Tjr  suosMu«nt  inysician  -«view  :nly  ina 
ia  lot  csnsfit'jce  stindanjs  -if  -in. 


159, 


FACIAL  BONES  (EXCEPT  NASAL  BONES), 
MALIGNANT  NEOPLASM  -  Continued 


A.  Arrangements  for  adjuvant  or  additional  therapy  completed 
INDICATIONS  FOR  DISCHARGE 


160. 

These  cr'ter-ia  ar«  'or  jcreeninq  jatient  up* 

-OP  suoseouent  ^nyjician  -?vie>»  :nly  ino  ■•     ,i  n 

;o  •^oi:  csnjiTfjti  sijnaarjs  of  cars. 


FATIGUE  AND  DISABILITY  -         H-ICDA  ICDA-8  ICD-9-CM 

MALAISE  AND  FATIGUE  792.7  790.1  780.7 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Admission  only  by  physician  review 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


TJiese  :r'ter-a  in  '^r  scrMmnq  :af:ent  '.zn 
-or  suosMuent  ;nyiic:an  --view  jnly  ind 
:o  -at  izni"''-tza  stinaans  if  :jp?. 


FEVER  OF  UNDETERMINED  ORIGIN  H-ICDA 

792.2 

I.      UTILIZATION  REVIEW 


ICDA-8 
788.6 


ICD-9-CM 
780.6 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

i;     Presence  of  rectal  temperature  of  lOlF  or  38. 3C  or 
greater  at  least  2  times  per  week  for  10  days  or  more 


B 


II 


INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Failure  to  diagnose  cause  of  fever 

b.  Therapy  required  by  resolution  of  diagnosis 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Objective  documentation  of  rectal  temperature  greater 
than  101 F  or  38. 3C 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 

B. 
C. 

D. 
E. 
F. 


Radiologic  examination  of  the  chest,  gastro- 
intestinal tract  and  gallbladder         Review  if  Absent 


Blood  cultures 

Consultation  after  one  week  if 
unresolved 

Blood  chemical  profile 

Laparotomy  or  laparoscopy 

Antibiotics  without  bacterid ogic 
diagnosis 

Steriods 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 
Review  if  Present 

Review  if  Present 
Review  if  Present 

Continued 


162. 

">iese  :r*taria  ir-  'or  5cr?«mnq  zitterz  :ir« 
•'or  suoseouent  rnysic:an  -•view  ;nly  ma 
;o  "oz  Z2ntz:''jzi  stanaarns  :r'  ;2r». 


FEVER  OF  UNDETERMINED  ORIGIN  -  Continued 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


Thei«  er-'tar'i  ars  '■sr  screening  jafient  lars 
-or  suosMuent  ^nyjlcian  --view  inly  and 


FISSURE  IN  ANO  H-ICDA  ICDA-8  ICD-9-CM 

565.0  565.0  565.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Scheduled  for  operation  (see  surgical  indications)  * 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Urinary  retention 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     History  of  lack  of  response  to  nonsurgical  treatment 
(e.g.,  anal  dilatation,  topical  medication,  cauter- 
ization) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Demonstration  of  fissure  at  operation 

2.  Pathology  report 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Digital  rectal  examination  Review  if  Absent 

B.  Anoscopy  Review  if  Absent 

C.  Sigmoidoscopy  or  history  of  recent 

sigmoidoscopy  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Presence  of  adequate  bowel  and  urinary  function 


These  jritans  jr«  -or  scrseninq  ;stient  zirt 
-or  suDseouent  ^ny5ic-;an  -•view  only  sna 


1 


FISTULA  IN  ANO  H-ICDA  ICDA-8  ICD-9-CM 

565.1  565.1  56571 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

« 

1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Urinary  retention  | 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Presence  of  fistula 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  fistulous  tract 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Digital  rectal  examination  Review  if  Absent 

B.  Anoscopy  Review  if  Absent 

C.  Sigmoidoscopy  or  recent  history  of 

sigmoidoscopy  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  '  

V.  INDICATIONS  FOR  DISCHARGE 

A.     Presence  of  adequate  bowel  and  urinary  function 


These  :riter^a  ars  ^'or  screening  jafient  lare 
•'or  suoseauent  inysician  -svisw  only  ind 


165. 


FLUID  AND  ELECTROLYTE  H-ICDA  ICDA-8  ICD-9-CM 

IMBALANCE  790,  790.3  788.0  276 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Dehydration 

2.  Lethargy  or  coma 

3.  Hyperirritability  or  convulsions 

4.  Clinical  diagnosis  of  shock 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Overhydration  (pulmonary  or  peripheral  edema) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  weight  loss  more  than  5%  body  weight 
or  clinical  estimate  of  dehydration  more  than  5% 
body  weight 

2.  Blood  pH  under  7.30  or  over  7.45 

3.  Serum  sodium  concentration  under  125  or  over  150  mEq/L 

4.  Serum  potassium  concentration  under  3.5  or  over  5.0 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Serum  electrolytes,  hematocrit  Review  if  Absent 

B.  Daily  weight  Review  if  Absent 

C.  Intravenous  fluids  Review  if  Absent 

D.  Measurement  of  intake  and  output         Review  if  Absent 

Continued 


These  crTtar^a  ir*  'or  ;cr«emnq  :af;!nt  :ar! 
-or  suoseauent  :nysic:3n  --viaw  jnly  jnO 
:o  ■^oz  -.zntf.vjzs  STisnaams  :f  :ar?. 


FLUID  AND  ELECTROLYTE 
IMBALANCE  -  Continued 

E.     Fluids  by  hypodennoclysis  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Parenteral  fluid  discontinued 


Thes*  cr-Tteris  irt  far  5c?-«wing  jafient  zin 
far  suosMuent  jnysiclan  '^vie*  only  ind 
:o  lot  :ansfitu:«  stanaams  31*  :are. 


FOLIC  ACID  DEFICIENCY  H-ICDA  ICDA-8  ICD-9-CM 

263.8  263.8  266.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Symptomatic  anemia  (e.g.,  chest  pain,  respiratory  distress) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Congestive  heart  failure 

3.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Low  serum  folate 

2.  Megaloblastic  bone  marrow  and  response  to  folic  or  folinic 
acid  in  the  restricted  dosage  of  a  therapeutic  trial 

3.  Macrocytosis  on  smear  and  response  to  folic  or  folinic 
acid  in  the  restricted  dosage  of  a  therapeutic  trial 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Folate  level  and  B12  level  Review  if  Absent 

B.  Liver  function  tests  Review  if  Absent 

C.  Radiologic  examination  of  small  bowel 

(unless  pregnancy  present)  Review  if  Absent 

D.  Medication  history  (anticoagulants, 

hormonal  agents,  etc)  Review  if  Absent 

E.  Radiologic  examination  of  chest 

(Reference  to  lAl)  Review  if  Absent 

Continued 


These  criter-'a  irt  -3r  >cr«emnq  satient  cars 
-"or  suosefluent  :;nysic-:an  '•view  only  ind 
:o  'QZ  :3ns-:: fjci  itanaams  if  :irs. 


168. 


FOLIC  ACID  DEFICIENCY  -  Continued 

F.  B12  therapy  in  absence  of  folic  acid 

therapy  Review  if  Present 

G.  Whole  blood  transfusion  in  absence 

of  bleeding  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.     Rising  hemoglobin  in  response  to  therapy 


These  criteria  irt  ^or  scrseninq  jatient  cars 
-or  suosMuent  inysician  -sview  only  ina 
:o  ~oz  csns'tfJta  itanaaras  or  zin. 


169. 


FRACTURE/DISLOCATION,  H-ICDA  ICDA-8  ICD-9-CM 

VERTEBRAL,  WITH  SPINAL  341.1-349.9  349.1-349.9       806,  952 

CORD  INJURY  (Spinal  cord  349.9  806-806.9 

injury  with  paraplegia,  806-806.9  839.0 

spinal  paralysis  not  due  839.0  958.0-958.5 

to  tumor,  spinal  cord 

lesion) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  vertebral  fracture/ 
dislocation  with  partial  or  complete  paralysis  of 
a  limb  or  limbs 

2.  Diagnosis  or  suspicion  of  spinal  cord  injury  with 
paralysis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Complication  of  cerebrospinal  fluid  leak,  and/or 
venous  occlusion 

b.  Vertebral  fracture  instability 

c.  Respiratory  insufficiency 

d.  Operation 

e.  Pyelonephritis,  renal  failure 

f.  Injury  to  trachea,  esophagus,  larynx,  carotid 
or  vertebral  arteries 

g.  Worsening  of  paralysis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  fracture/dislocation 

2.  Operative  description  with  or  without  positive  mye- 
1 ogram 

Continued 


•or  suosMuent  :nysic:an  -ivisw  jnly  ina 


FRACTURE/DISCLOCATION,  VERTEBRAL,  WITH 
SPINAL  CORD  INJURY  -  Continued 


3.     Neurologic  examination 
III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Radiologic  examination  of  chest 
and  spine  (pre  and  post  therapy) 

B.  Evidence  of  or  plan  for  neuro- 
surgical or  orthopedic  admission 
or  consultation 

C.  Intermittent  catheterization 

or  catheter  drainage  if  bladder 
paralyzed 

D.  Spinal  iimobilization  (bed  rest, 
traction,  casting,  bracing) 

E.  Effort  at  reduction  of  disloca- 
tion (traction,  manipulation  or 
reduction) 

F.  Decubitus  ulcer 


Review  if  Absent 

Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Absent 
Review  if  Present 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     To  comprehensive  medical  rehabilitation  unit  or  center  if 
available  and  paralysis  persists 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Stable  or  improved  vertebral  fracture 

B.  Stable  or  improving  paralysis  of  limbs  and  bladder 


These  cr'tsria  in  'or  scnsnmg  lafient  car? 
"or  suoseauent  ^nysician  "•view  only  ind 
30  "ot  :3nsf:t'jt8  s-anaarjs  of  zirs. 


FRACTURE  OF  ANKLE  H-ICDA  ICDA-8  ICD-9-CM 

824.0,  824.2  824.0  824 

824.4,  824.6 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Proven  diagnosis  for  observation  of  circulatory 
competence 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Compartment  syndrome 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Monitor  for  neurovascular  complications  (loss  of 
sensation,  blanching  of  toes,  gangrene) 

2.  Unstable,  unreduced,  intra-articular  fracture 

3.  Radiologic  examination 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Monitor  for  neurovascular  compli- 
cations (regular  observations  of 

sensation  and  circulation  ordered)       Review  if  Absent 

B.  Pre-operative  radiologic  examination 

of  the  ankle  Review  if  Absent 

C.  Radiologic  examination  following 

chosen  therapeutic  procedure  Review  if  Absent 

Continued 


These  cr'tena  tn  -or  jcrteninq  jat-.ent  cars 
-or  suosMuent  ;nysici4n  -^view  3niy  ina 
:o  -ot  C3nst:fjca  stanaar-as  :r  :ar«. 


FRACTURE  OF  ANKLE  -  (Continued) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'tsr-ia  in  *'3r  screemna  :af;ent  zm 
-or  suoseauent  inysic-an  -sview  only  sna 


173. 


FRACTURE  OF  BASE  OF  SKULL.  H-ICDA 
OPEN  OR  CLOSED  801  -  801.9 


ICDA-8 

801  -  801 .9 


ICD-9-CM 

801 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  fracture  of  base  of  skull 

B.  INITIAL  LOS/CONTINUED  STAY 


1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  cerebrospinal  fluid  leak 

b.  Operation  if  not  scheduled 

c.  Brain  abscess  or  meningitis 

d.  Postoperative  paralysis  of  limbs,  eyes,  or  speech 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Radiologic  evidence  of  fracture  or  pneumocephalus 


2.     Cerebrospinal  fluid  leak  presenting  as  rhinorrhea  or 
otorrhea 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of  the 


skull 


Review  if  Absent 


B. 


Radiologic  examination  of  cervical 
spine,  if  unconscious 


Review  if  Absent 


C. 


Closure  of  wound  if  open 


Review  if  Absent 


D. 


Radiologic  examination  of  central 
nervous  system  in  presence  of 
neurologic  deficit 


Review  if  Absent 


Conti  nued 


These  cr'ter'a  in  'ar  ier««flinq  jatient  art 
-or  suose<juent  ^ny^ician  -sview  :nly  jna 
:o  -^ot  tansttfjce  s^anoans  it  zirt. 


FRACTURE  OF  BASE  OF  SKULL, 
OPEN  OR  CLOSED  -  Continued 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Cessation  of  ear  or  nose  drainage 


Tiles*  cr'itarij  m       scr««ning  :atient  art 
■or  suosMuwit  3nys1c:4n  "^visw  only  ma 
io  lot  canstlt'jte  stanaams  3f  :are. 


FRACTURE  OF  ELBOW  H-ICDA  ICDA-8  ICD-9-CM 

812.4  812.4  812.4,  812.5 

813.0.  813.2        813.0  813.01,  813.11 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Threatened  vascular  and/or  neurological  impairment 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Initiation  of  traction 

b.  Operation  for  neurovascular  complications 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     History  of  injury  with  loss  of  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES. 

A.  Monitor  for  neurological  and  vascular 

impairment  Review  if  Absent 

B.  Pre-operative  radiologic  examination 

of  elbow  Review  if  Absent 

C.  Radiologic  examination  following 

chosen  therapeutic  procedure  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr^ter-^a  irs  •'sr  scrsefling  catient  zirs  176. 
■'or  suo5Mu«nt  irysiCTan  -sview  jnly  ind 
30  not  consfit-jce  stanaams  if  zzrs. 


FRACTURE  OF  HIP,  FEMORAL  NECK    H-ICDA  ICDA-8  ICD-9-CM 

OR  INTERTROCHANTERIC  820.0,  820.2     820.0,  820.2  820 

820.4  820.4 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  of  fracture 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Recorded  physical  evidence 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Radiologic  evidence 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Surgical  intervention  (internal 

fixation  or  prosthesis)  Review  if  Absent 

B.  Pre-operati ve  and  post-operative 

radiologic  examination  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  for  DISCHARGE 


1 

Tliese  critar-j  in  •ar  scr-sning  jatient  care 
•ar  suosaauent  inysician  -eview  only  itid 
io  'oz  :3rsf:t'jta  stanaairss  jr  :3pe. 


FRACTURE  OF  METACARPAL           H-ICDA  ICDA-8  ICD-9-CM 

OR  PHALANGEAL  BONES  (Hand)     815.0,  815.1  815.0,  815.1  815,  816 

816.0,  816.1  816.0,  816.1  817 

817.0,  817.1  817.0,  817.1 


I.  UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation 

2.  Neurovascular  observation 
8.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Neurovascular  complication 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     History  of  injury  with  evidence  of  pain,  deformity 
or  loss  of  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  fracture 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pre  and  post- treatment  radiologic 

examination  of  the  injured  part  Review  if  Absent 

B.  Operative  treatment  (If  admitted 

for  IA1)  Review  if  Absent 

C.  Monitor  for  neurologic  and  vascular 

impairment  (if  admitted  for  IA2)         Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT I ONT) 

V.  INDICATIONS  FOR  DISCHARGE 


Tr.esa  cr'tir'i  ir«  "'or  ;cr!»mng  :af;snt  iir* 
-or  suosMuent  3nysic:an  -•view  only  irfl 


FRACTURE  OF  PELVIS  H-ICDA  ICDA-8  ICD-9-CM 

808.0,  808.2  808.0  808 

808.4,  808.6 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  fracture  preventing  ambulation 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

I I .  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     History  of  injury  with  pain  or  loss  of  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Urinalysis  for  microscopic 

examination  Review  if  Absent 

B.  Neurological  and  vascular 

examination  of  lower  extremities         Review  if  Absent 

C.  Radiologic  examination  of  pelvis         Review  if  Absent 

D.  Post-operative  radiologic 

examination  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!" 

v.  indications  for  discharge 


Thess  cr'teria  ars  'or  3Crs«r<ing  satient  care 
-or  suoseouent  jnysician  -•view  only  and 
20  '.oz  C3nsi1tu:a  stanaans  jf  tar*. 


179. 


FRACTURE  OF  SHAFT  TIBIA/FIBULA       H-ICDA  ICDA-8  ICD-9-CM 

823.0,  823.0  823.22 

823.2  823.2  823.32 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  fracture  of  tibia  or  both  bones 

2.  Scheduled  for  operation  (to  include  closed  reduction 
under  anesthesia) 

3.  Threatened  vascular  and  neurological  impairment 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Compartment  syndrome 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  injury  with  pain,  deformity  and/or  loss  of 
function 

2.  Established  non-union 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Monitor  for  neurological  and 

vascular  deficit  Review  if  Absent 

B.  Pre-operati ve  radiologic  examin- 
ation Review  if  Absent 

C.  Radiologic  examination  following  chosen 
therapeutic  procedure  Review  if  Absent 

Continued 


These  criteria  ire        screening  jifient  art 
■'or  suose<3uent  rnysiciin  -eview  only  jna 
JO  -ot  csnstifjtt  stanaaris  3f  rare. 


1 


FRACTURE  OF  SHAFT  TIBIA/FIBULA  -  Continued 

D.     Open  reduction  under  age  16  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  FOR  DISCHARGE  y 


-or  suoseouent  ^nysiciin  -sview  jnly  ma 
:o  'oz  tanst-ttute  stanaans  31*  :3re. 


FRACTURE  OF  VERTEBRAE.  CERVICAL/     H-ICDA  ICDA-8  ICD-9-CM 

DORSAL/LUMBAR  805.8,  805.2        805.0,  805.2  805 

805.0,  805.6        805.4,  805.6 

805.8 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diagnosis  of  vertebral  fracture  and/or  dislocation 
wi  th : 

a.  Neurological  involvement  or  pain 

b.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Vertebral  fracture  instability 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Evidence  of  pain,  deformity  or  loss  of  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Myelogram  if  sensory  or  motor  loss      Review  if  Absent 

B.  Pre-operati ve  and  post-operative 
radiologic  examination  of  the 

spine  Review  if  Absent 

C.  Radiologic  examination  following 

traction  or  manipulation  Review  if  Absent 

D.  Neurological  examination  Review  if  Absent 

Continued 


1 82 

T)iese  rr-ter-J  irt  'or  scrMninq  :atient  -.in 
-sr  suosMuent  inysician  -•view  :nly  jna 


FRACTURE  OF  VERTEBRAE,  CERVICAL/ 
DORSAL/LUMBAR  -  Continued 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT I ONST~ 

V.  INDICATIONS  FOR  DISCHARGE 


Th«s«  crit*^*  irt  f^r  scrs^ninij  satlent  care 
'or  suoseoutnt  snysieUn  review  cnly  ina 
:o  -lot  :3nsf!tutt  stanaaras  at"  ;ir«. 


FRACTURE,  OPEN  (COMPOUND)       H-ICDA  ICDA-8        '  ICD-9-CM 

800  -  829  800  -  829        800  -  829 

I.  UTILIZATION  REVIEW  3 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  open  fracture 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Open  wound  in  close  association  to  fracture 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Operative  report 

2.  Radiologic  evidence 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Operative  treatment  Review  if  Absent 

B.  Pre-operative  radiologic  examin- 
ation Review  if  Absent 

C.  Radiologic  examination  following 

therapeutic  procedure  Review  if  Absent 

D.  Documentation  of  tetanus  immune 

status  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


Thest  rr'teria  irt  fr^r  sersaninq  :af!ent  cips 
-or  suosMuent  jnysician  •-•view  ^nly  ma 


1 


FRACTURE,  SHAFT  OF  HUMERUS        H-ICDA  ICDA-8  ICD-9-CM 

812.0,  812.0,  812.21, 

812.2  812.2  812.31 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  fracture  with  pain  or  loss  of  function 
sufficient  to  prevent  home  care 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     History  of  injury  with  pain,  deformity  and/or 
loss  of  function 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the 

humerus  Review  if  Absent 

B.  Radiologic  examination  following 

chosen  therapeutic  procedure  Review  if  Absent 

C.  Documented  neurovascular  examination    Review  if  Absent 

D.  Internal  fixation  under  age  14  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


T?iese  irTtir^a  jr«  •or  scrMmnq  :af:ent  care 
■'or  suoseauen':  cnyjlcian  -•view  ;nly  jnd 


185. 


FRACTURE,  SKULL,  VAULT  H-ICDA  ICDA-8  ICD-9-CM 

(includes  linear,  depressed)    800  800.0  -  800.9  800 

803  803 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  skull  vault  fracture 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Brain  abscess  or  meningitis 

b.  Underlying  brain  injury  with  neurological  deficit 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  fracture 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the 

skull  Review  if  Absent 

B.  Documented  neurological  examination 

with  monitoring  Review  if  Absent 

C.  Radiologic  examination  of  central 
nervous  system  in  the  presence  of 

neurologic  deficit  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT  I ONTT 

V.  INDICATIONS  FOR  DISCHARGE 


1? 


T>es«  :r'tar-'a  irt  *or  scr«fnng  :atient  cars 
-or  suoSMuent  ^ny^ician  -•view  jnly  ino 
io  -0^  :3nsf:fj:8  sianaans  :r  -m. 


GASTRIC  OR  DUODENAL  ULCER 


H-ICDA 
531 

531.0  -  531.3 
532 

532.0  -  532.3 
533 

533.0  -  533.3 


ICDA-8 
531 

531.0  -  531.9 
532 

532.0  -  532.9 
533 

533.0  -  533.9 


ICD-9-CM 
531  -  533 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  Csee  surgical  indications) 

2.  Complications  of  ulcer  Ce.g.,  obstruction,  bleeding, 
perforation  or  penetration) 

3.  » Intractable  pain 
INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Persistence  or  recurrence  of  hemorrhage,  obstruction 


DATION  OF: 
SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Nasogastric  suction  demonstrating  obstruction 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  ulcer  deformity  or  obstruction 
and/or  perforation  of  stomach  or  duodenum 

2.  Endoscopy  findings  of  ulcer  (with  biopsy  and  cytology 
of  gastric  ulcer) 

3.  Operative  findings  of  obstruction,  bleeding,  perforation 
or  penetration 

4.  Pathology  report  of  excised  tissues 

5.  Operative  report 


or  pain 


Continued 


These  jriterra  ar?  Car  scrsening  jafient  car? 
'or  suoSMuent  cnysicisn  -•view  :nly  ma 
30  lot  consfit'jce  standards  or  car?. 


187. 


GASTRIC  OR  DUODENAL  ULCER  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A. 


IV, 


Radiologic  examination  of  upper 
gastrointestinal  tract  (except 
in  presence  of  perforation) 

Gastroscopy  with  biopsy  and/or 
cytology  of  gastric  ulcer) 

Antacid  and  dietary  therapy  if 
no  operation 

Nasogastric  suction  for 
obstruction 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 


Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

A.     Documentation  of  follow-up  plan  including  follow-up 
studies  on  stomach 


INDICATIONS  FOR  DISCHARGE 


Tliese  iT*iif  i  ire  ^ar  icreemnq  :atient  lare 
•'or  suDseauent  :nysic-!an  -•view  drIv  ina 


r 


GASTROENTERITIS.  ACUTE, 
IN  CHILDREN 


003  -  003.9 

004  -  004.9 

005  -  005.9 

008  -  008.9 

009  -  009.9 


H-ICDA 


ICDA-8 

003  -  I 

004  -  I 

005  -  i 

008  -  I 

009  - 


003.9 
004.9 
005.9 
008.9 
009.9 


ICD-9-CM 
003,  004,  005 
008,  009,  558 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Dehydration 

2.  Uncontrolled  vomiting  and/or  severe  abdominal  pain 
more  than  24  hours 

3.  Diarrhea  more  than  3  days  duration  in  child  under 
3  years  of  age 

4.  Infant  less  than  3  months 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Uncorrected  metabolid  acidosis  (pH  less  than 


7,30)  or  alkalosis  (pH  greater  than  7.45) 

b.  Fluid  or  electrolyte  imbalance  (serum  sodium 
concentration  less  than  3.5  or  greater  than 
6.0  mEq/L) 

c.  Venous  thrombosis  or  thrombophlebitis 

d.  Pulmonary  or  peripheral  edema 

e.  Coma  or  convulsions 


1.  Stool  culture  positive  for  Salmonella,  Shigella,  or 
pathogenic  E.  Coli 

2.  There  are  no  objective  validating  criteria  for  non- 
bacterial gastroenteritis 


II.    VALIDATION  OF: 


A. 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 


1. 


Documentation  of  lA 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 


Continued 


These  :r-taria  jrt  'ir  icrsening  jafient  zm 
-or  suDseouent  rnysic-lan  -eview  :nly  jnd 


189. 


GASTROENTERITIS.  ACUTE, 


IN  CHILDREN  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 

Stool  culture 

Review  if  Absent 

B. 

Serum  electrolytes 

Review  if  Absent 

C. 

Daily  weight 

Review  if  Absent 

D. 

Intravenous  fluids 

Review  if  Absent 

E. 

Fluids  by  hypodermoclysis 

Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 
A.     Taking  oral  fluids 


Th9S*  cr-tter-'*  m  'or  3Cre«n1nq  satient  tin 
•or  suoseauent  iny^ician  -"visw  jnly  ind 
30  "Ot  ;3n5fitiita  sjanaaros  if  :ar«. 


GASTROINTESTINAL  HEMORRHAGE        H-ICDA  ICDA-8  ICD-9-CM 

782.0  569.9,  578,  772.4 

785.7 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Evidence  of  hemorrhage,  (e.g.,  hematemesis,  melena, 
rectal  bleeding,  shock,  anemia) 

B.  INITIAL  LOS/ CONTINUED  STAY 

1.  LOS  -  [Local  option  -  LOS  Checkpoint) 

2,  Extension  information  (Diagnosis  specific  or  general) 
a.     Persistent  or  recurrent  hemorrhage 

•b.  Aspiration 

c.  Endoscopy 

d.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  .FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  examination  for  blood  in  stool,  vomitus  or 
naso-gastric  aspirate 

2.  Source  of  hemorrhage  determined  by  endoscopy,  operation 
or  radiology 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  chest  and 
gastrointestinal  tract  Review  if  Absent 

B.  Endoscopy  Review  if  Absent 

C.  Blood  coagulation  studies,  type  and 

cross-match  Review  if  Absent 

D.  Anticoagulant  or  salicylate  therapy     Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  Continued 


Then  cr'!t8ria  irs  'ar  scre«fiinq  jafient  care 
'or  suoiMiKfit  inysieian  '«vie*  only  ind 
30  lot  isnst-ifjtt  stanaanss  3f  :sre. 


1 


GASTROINTESTINAL  HEMORRHAGE  -  Continued 

V.      INDICATIONS  FOR  DISCHARGE 

A.  Probable  source  of  bleeding  documented 

B.  No  evidence  of  further  bleeding 


These  :r'tana  ir«  'or  3cr««nin(}  jatient  cars 
•or  suoseauent  inviician  -•vie*  only  ina 


GENITALIA.  MALE.  DISEASES.        H-ICDA  ICDA-8  ICD-9-CM 
EXTERNAL  ORGANS                        186,  187.0  186,  187.0  186,  187,  198.82 
  456.2,  603           456.1,  603  233.5,  233.6,  60: 

607.2,  607.6        607.2,  607.6      604,  605,  607,  6C 

607.7  607.7 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Painful  mass 

2.  Scheduled  for  operation  or  invasive  procedure  (see 
surgical  indications) 

3.  Known  or  suspected  malignancy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Staged  surgery 

b.  Residual  tumor  requiring  further  therapy 

c.  Excessive  edema  delaying  ambulation 

d.  Meatal  stenosis 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  painful  penile  or  scrotal  mass 

2.  Malignancy  found  during  previous  operation 

3.  Penile  or  scrotal  mass/swelling/ulceration  on 
physical  examination 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Improvement  of  painful  mass 

2.  Pathology  report 

3.  Operative  report 

Continued 


193, 


-or  sunsefluent  jnyncun  -•v-iew  only  ind 
10  lot  csnsfiVJta  s-anoar:s  :r  :irs. 


GENITALIA,  MALE,  DISEASES, 
EXTERNAL  ORGANS  -  Continued 


ni.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Treatment  consultation,  staging  and 
treatment  planning  with  treatment 
specialists,  (e.g.,  urologist, 
therapeutic  radiologist,  medical  onco- 
logist), in  the  presence  of  established 

primary  or  metastatic  disease  Review  if  Absent 

B.  Excision  of  vesicular  cancer  by 

transvesicular  approach  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

INSTRUCTIONS!   

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 

V .  INDICATIONS  FOR  DISCHARGE 


Thts*  criteria  jr»  'ar  scrseninq  patient  cars 
■or  suose<3u«nt  onysicijn  -sview  only  jnd 
30  lot  csnsfit'jce  stanoaras  ar  zzn. 


GLAUCOMA  H-ICDA  ICDA-8  ICD-9-CM 

375.0,  375.0,  364.22 

375.2,  375.9  365 

375.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Scheduled  for  examination  under  general  anesthesia 

3.  Medical  observation  (diurnal  pressure  curve  et  al) 
and/or  treatment  under  controlled  conditions 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Postoperative  increased  intraocular  pressure 
or  persistent  hypotony 

b.  Flat  anterior  chamber  or  wound  leakage 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Chronic  glaucoma  uncontrolled  under  ambulatory  care 

2.  Diagnosis  of  acute  glaucoma 

3.  Diagnosis  of  chronic  glaucoma 

4.  Diagnosis  or  suspicion  of  congenital  glaucoma 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

(two  required) 

1.  Elevated  tonometric  readings 

2.  Visual  field  changes  characteristic  of  glaucoma 

3.  Optic  nerve  head  cup  changes  characteristic  of 
glaucoma  by  ophthalmoscopic  examination  or  photography 

4.  Positive  gonioscopic  findings 

Continued 


Thest  cr-^teria  in  •ar  screening  aafient  cars 
for  suosMuent  onyiic-ian  -•view  :nly  infl 
ao  roz  tansfit'Jt*  stanilams  3r'  lar*. 


GLAUCOMA  -  Continued 


5.     Operative  report 
ni.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 
V. 


A.  Tonometric  measurements 

B.  Visual  field  examination  (charted) 

C.  Ophthalmoscopic  examination 

D.  Gonioscopic  examination 

E.  Visual  acuity  with  and  without 
correcting  lens  (except  under 
age  5  years) 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 
Review  if  Absent 


Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  — 

INDICATIONS  FOR  DISCHARGE 


These  criteria  irs  -sr  scrsaning  satient  car? 
■"or  suosMuent  inysician  -•vie*  only  jnd 


GLOMERULONEPHRITIS,  ACUTE  H-ICDA  I  CPA- 8  ICD-9-CM 

(Post-streptococcal  glomerulo-        580  580  580 

nephritis) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Hematuria  and  hypertension 

2.  Cardiac  decompensation,  severe  or  uncontrolled  as 
ambulatory  patient 

3.  Complicated  hypertension  Ce.g.,  hypertensive  encephalo- 
pathy, congestive  heart  failure) 

4.  Acute  oliguria  (urine  volume  less  than  400  cc  per 
24  hours  or  less  than  17  cc  per  hour) 

5.  Hyperkalemia 

6.  Renal  biopsy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Nephrotic  syndrome 

b.  Progressive  renal  failure 

c.  Administration  of  digitalis 

d.  Parenteral  administration  of  Dilantin  and 
Phenobarbital 

e.  Peritoneal  dialysis 

f.  Hypertensive  encephalopathy 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Radiologic  evidence  of  pulmonary  vascular  congestion 

2.  Retinal  hemorrhages  and  exudates 

Continued 


These  cr'tar'a  in  'sr  scrsemng  :afient  cir« 
-or  juosMuent  inysician  -•view  only  ina 
20  -ot  ccnji: r'Jts  stanaanjs  jf  izn. 


GLOMERULONEPHRITIS,  ACUTE  -  Continued 


3.  Urine  volume  less  than  400  cc  per  24  hours  or  increasing 
serum  creatinine 

4.  Serum  potassium  greater  than  6  mEq/L 

5.  Hematuria  and  hypertension 
B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  renal  biopsy 

2.  Positive  culture  for  beta-hemolytic  streptococcus  or 
increased  anti -streptolysin  0  titer  and  red  blood 
cell  casts  in  the  urine 

3.  Increased  type  -  specific  antibody  (M-protein)  in 
patient  with  clinical  evidence  of  nephritis 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Therapeutic  course  of  penicillin  or 

other  appropriate  antibiotics  Review  if  Absent 

B.  Parenteral  anti -hypertensive  therapy 

for  hypertensive  encephalopathy  Review  if  Absent 

C.  Dietary  sodium  restriction  Review  if  Absent 

D.  Serial  determination  of  urinary  output, 

creatinine  and  potassium  concentrations    Review  if  Absent 

E.  Provide  dialysis  or  refer  to  dialysis 
services  for  serum  creatinine  greater 

than  12  mg%  Review  if  Absent 

F.  Radiologic  examination  of  the 

chest  Review  if  Absent 

6.     Radiologic  examination  of  the  upper 

urinary  tract  Review  if  Absent 

H.     Daily  weight  and  recording  of  intake 

and  output  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT  I  QN"s1  ' 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'ter-a  ir»  -tjr  scrsemng  Datlent  zirs  191 
■or  suBse<iuent  ;ny5ic:an  -iview  jnl/  ina 


GOITER  OR  HYPERTHYROIDISM 


H-ICDA 
193 

240,  241 
242,  242.0 
242.2  -  242.9 
245  -  245.1 


ICDA-8 
193 

240,  241 


ICD-9-CM 
193,  240 
241,  242 


242,  242.0 
242.2.  245 
245.0,  245.1 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Thyroid  crisis  or  severe  hyperthyroidism 

2.  Complications  of  hyperthyroidism  (e.g.,  corneal 
ulceration,  cardiac  arrhythmias,  congestive  heart 
failure,  behavior  aberration,  fever) 

3.  Scheduled  for  operation  Csee  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Poor  response  to  preoperative  preparation  (e.g., 
persistent  fever,  tachycardia,  aberrant  behavior) 

b.  Postoperative  complications  (e.g.,  inadequate  air- 
way, bleeding,  hypoparathyroidism,  tetany),  post- 
operative thyroid  crisis 

c.  Thyrotoxic  crisis 

d.  Hoarseness,  dyspnea  or  stridor 

e.  Hypocalcemia  postoperative 


II.    VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Symptoms  and  signs  of  hyperthyroidism  (e.g.,  tachycardia, 
activation,  loss  of  weight,  exophthalmus ,  dyspnea  or 
relief  of  such  symptoms  by  anti -thyroid  treatment  as 
preparation  for  operation) 


2.     Rapid  pulse,  fever,  goiter,  congestive  heart  failure, 
uncontrolled  arrhythmia 


Continued 


These  cr'tena  ire  'ar  screening  :atient  cire 
-or  suose<Ju«nt  onyi-ie-ian  -•view  only  ind 
30  ''ot  isnsfituM  stanaams  of  :are. 


199. 


GOITER  OR  HYPERTHYROIDISM  -  Continued 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Laboratory  confirmation  of  hyperthyroidism  (e.g., 
one  or  more  of  the  following:    elevated  circulation 
serum  thyroxine  or  serum  triiodothyronine  "T3", 
thyroid  scan  -  abnormal  uptake) 

2.  Positive  tissue  report  (e.g.,  thyroid  hyperplasia, 
thyroiditis,  adenomatous  goiter,  carcinoma  of  thyroid) 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Administration  of  antithyroid  drugs, 
radioactive  iodide  or  subtotal 

thyroidectomy  Review  if  Absent 

B.  Laryngeal  examination  Review  if  Absent 

C.  Radiologic  examination  of  the 

chest  Review  if  Absent 

D.  Iodide  treatment  alone,  saturated 
solution  of  potassium  iodide  or 

Lugol's  Review  if  Present 

E.  Propanalol  alone  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Thest  cr'ter-ia  irs  'or  scresninq  satient  cars  200. 
-or  suosMuent  inysician  -•view  iniy  inn 
:o  -ot  ::n!f:t-jt8  srinoams  :r  :ir«. 


HEAD  AND  NECK  H-ICDA  ICDA-8  ICD-9-CM 

MALIGNANT  NEOPLASMS  142,  146  142,  146  195.0,  198.89 

147  -  149  147  -  149  232.0  -  232.4 

160.1,  160.2  160.1,  160.2  232.8 

196.0  196.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  cancer 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Discovery  of  metastatic  disease  (lung,  liver) 

b.  Operation 

c.  Radiation  therapy  if  necessary  as  inpatient 

d.  Institution  of  chemotherapy 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Positive  biopsy  report  (current  or  by  history) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Biopsy  (current  or  by  history)  Review  if  Absent 

B.  Definition  of  stage  of  disease  (x-rays, 

scans,  examination  under  anesthesia)    Review  if  Absent 

C.  Consultation,  staging,  and  treatment 
planning  with  treatment  specialists 
(surgeon,  radiation  therapist,  medical 
oncologist)  in  the  presence  of  pre- 
sumed or  established  primary  or  metast- 

ic  disease  Review  if  Absent 

Continued 


Thnse  cr'ttna  ips  'or  3CT-««nino  satitnt  sars 
-or  suoseoutnt  jnysieijn  -svitw  only  ind 
CO  •'ot  ssnsfifjte  stanaaras  if  zm. 


HEAD  AND  NECK 

MALIGNANT  NEOPLASMS  -  Continued 


D.     Evaluation  of  dental  status  when 

reconstruction  will  require  extraction 

or  restoration,  or  when  teeth  are  in 

radiated  field  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Definition  of  post-discharge  treatment  plan,  prosthesis 
plans,  rehabilitation  and  follow-up. 

V.  INDICATIONS  FOR  DISCHARGE 


2Q2. 

These  :r'tar-'s  jr«  'jr  screenina  jafient  car? 
-'ar  suDSMuent  inysician  -•via*  :nlv  jna 


HEAD  INJURY.  CLOSED  H-ICDA  ICDA-8  ICD-9-CM 

(Cerebral  trauma,  850.0,  851.0         850.0,  851.0     850  -  854 

acute)  853.0,  854.0         853.0,  854,0 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Altered  mental  status  (stupor,  unconsciousness,  confusion, 
or  disorientation  accompanying  head  injury) 

2.  Suspicion  of  intracranial  hemorrhage  or  swelling 

3.  Neurologic  deficit  (e.g.,  paralysis,  sensory  or  speech 
disturbance) 

4.  Documented  inability  to  assure  responsible  ambulatory 
.  observation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Intermittent  or  progressive  neurologic  deficit 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Spinal  fluid  abnormalities 

2.  History  of  recent  head  trauma 

3.  Intermittent  or  progressive  neurologic  deficit 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  History  of  head  injury 

2.  Physical  findings  of  trauma 

3.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

4.  Spinal  fluid  abnormalities 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

Continued 


Thest  crltarij  ir«  ''or  sersening  jsfient  car* 
•or  su05«<iu«nt  jnysic-ian  -•visw  :nly  ina 
10  roz  cansftfjtt  sMndams  51*  :3r«. 


203. 


HEAD  INJURY,  CLOSED  -  Continued 


Review  if  Absent 
Review  if  Absent 


B.  Intensive  nursing  care  including 
monitoring  of  vital  signs  and 
fluid  balance 

C.  Tracheostomy  or  endotracheal  tube 
if  respiratory  distress 

D.  Neurologic  consultation  if  primary 
physician  not  a  neurologist  or 

neurosurgeon  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'^tena  are  ■'or  screening  latient  tin 
•'or  suosMuent  ^nysicisn  -eview  only  md 
30  not  C3nsf;fjts  sianaams  :r'  :ire. 


HEADACHE  (Migraine  or 
unspecified) 


H-ICDA  ICDA-8  ICD-9-CM 

346.0,  346.1      346,  791  346 
780.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  To  establish  diagnosis  and/or  treatment  only  in  severe 
unremitting  cases  (incapacitating) 

2.  Presence  of  neurologic  deficit  (e.g.,  paralysis, 
sensory  or  speech  disorder) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     History  of  severe  or  unremitting  headache 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

B.  Surgical  procedure  for  this 

diagnosis  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


Thes*  ir'teria  in  'sr  ser««nina  :iv:snt  urs 
-'or  suoSMU«nt  inyiician  -svisw  jnly  jnd 
JO  -^ot  cans--! tut*  sianaams  of  :ar«. 


HEART  DISEASE.  ARTERIOSCLEROTIC  H-ICDA 
(Includes  angina  pectoris,  chest        412,  413 
pain,  and  coronary  artery  disease) 


ICDA-8  ICD-9-CM 
412,  413     413,  414 
786.5 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  unstable  angina  pectoris, 
including  new  angina  pectoris 

2.  Angina  pectoris  refractory  to  ambulatory  management 

3.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent,  recurrent  angina  pectoris 

b.  Cardiac  arrhythmias 

c.  Complications  of  diagnostic  procedures  (e.g., 
arterial  occlusion,  bleeding) 

d.  Complications  of  coronary  angiography  and  cathe- 
terization (e.g.,  arterial  occlusion,  bleeding) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  History  of  angina  pectoris  is  sufficient 

2.  Electrocardiographic  confirmation  of  myocardial 
infarction 

3.  Stress  electrocardiographic  test  positive  or  resting 
electrocardiogram  during  spontaneous  angina  positive 
and  stress  thallium  study 

4.  Coronary  angiographic  confirmation 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Electrocardiogram  Review  if  Absent 

Continued 

Thes*  :r'teri4  irt  "'or  3Cr«sning  jafient  ;irs  206. 
"'or  suosMuent  ^nysic^an  -•view  :nly  ma 


HEART  DISEASE,  ARTERIOSCLEROTIC  -  Continued 


B. 


Radiologic  examination  of  the 
chest 


Review  if  Absent 


C. 


Coronary  angiography  prior  to 
coronary  surgery 


Review  if  Absent 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 

A.  No  evidence  of  myocardial  infarction 

B.  Regression  of  presenting  symptoms 


Tti9s«  cr'^teris  iPS  'ar  serswing  oatltnt  care 
r'or  suoswjuant  onysiciin  -•view  only  jnd 
30  'oz  csnstlt'jM  standards  3f  car«. 


HEART  DISEASE,  CONGENITAL  H-ICDA  ICDA-8  ICD-9-CM 

747.0  -  747.4     746.7  -  746.9    745,  746 

747.2.  747,4     747.0  -  747.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  findings  (e.g.,  syncope,  cyanosis,  tachypnea, 
dyspnea,  congestive  heart  failure,  excessive  perspiration, 
cardiac  rate  less  than  50  or  greater  than  180  beats  per 
minute,  abnormal  rhythm,  failure  to  thrive) (uncontrolled 
by  ambulatory  therapy) 

2.  Scheduled  for  operation/catherization/angiocardiography/ 
angiography  (see  surgical  and  procedural  indications) 

3.  Subacute  bacterial  endocarditis,  suspected  or  proved; 
brain  abscess,  suspected  or  proved 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Central  nervous  system  damage  (paresis/paralysis/coma) 

b.  Postoperative  heart  catheterization  complications 
(e.g.,  hemorrhage,  wound  infection,  sepsis,  arrhy- 
thmia, compromised  local  circulation,  pneumonia, 
persistent  atelectasis,  ventilatory  support  (more 
than  three  days),  neurologic  complications 

c.  Congestive  heart  failure/arrhythmia  (requiring 
monitoring  for  more  than  3  days) 

d.  Subacute  bacterial  endocarditis  (suspected  or  proved) 

e.  Operative  report 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Findings  of  congenital  heart  disease  on  cardiac 

catheteri  zati  on/angi  ocardi  ography/echocardi  ography , 
and/or  isotopic  imaging 

Continued 
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HEART  DISEASE,  CONGENITAL 


-  Continued 


2.  Operative  findings  of  congenital  heart  disease 

3.  Murmur  interpreted  as  organic  in  origin/abnormal 
blood  pressure 

4.  Abnormal  electrocardiogram 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the  chest     Review  if  Absent 

B.  Electrocardiogram  Review  if  Absent 

C.  Blood  pressure  in  both  upper 
extremities  and  one  lower  extremity 

on  first  admission  Review  if  Absent 

D.  Cardiac  catheterization  and  echocardiography 

and/jr  isotopic  imaging  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

A.     Plan  for  follow-up  including  plan  for  evaluation  by  a 

pediatric  cardiologist  if  under  18  years,  if  not  previously 
done 

V.  INDICATIONS  FOR  DISCHARGE 


Thes«  criteria  irt  'or  icr««ning  satient  cars 
■'or  suosMuant  onysic. an  -"vie*  only  and 
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HEART  DISEASE,  VALVULAR 


H-ICDA 
424 


ICDA-8 
424 


ICD-9-CM 
424,  397 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Valvular  heart  disease  complicated  by  heart  failure,  ' 
chest  pain,  arrhythmias,  syncope,  hemoptysis,  or 
emboli  or  suspected  endocarditis 

2.  Scheduled  for  cardiac  catheterization  (see  procedural 
indications) 

3.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Arrhythmias  or  congestive  heart  failure 

b.  Bacterial  endocarditis 

c.  Thromboembolism 

d.  Postoperative  complications  (e.g.,  post-peri card- 
iotomy  syndrome) 

e.  Complications  of  catheterization  (e.g.,  arterial 
occlusion,  bleeding) 


II.    VALIDATION  OF: 

A.     SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Presence  of  valvular  heart  disease  complicated  (e.g.. 


congestive  heart  failure,  chest  pain,  arrhythmias, 
syncope  or  light  headedness,  hemoptysis,  or  emboli), 
and  endocarditis 

2.     Congestive  heart  failure,  dyspnea,  chest  pain,  syncope, 
hemoptysis,  or  embolization  unresponsive  to  medical 


therapy 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 


1.     Characteristic  physical  findings 


Continued 
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HEART  DISEASE,  VALVULAR  -  Continued 

2.  Cardiac  catheterization  and  angiographic  evidence 

3.  Compatible  phonocardiographic  or  echocardiographic 
evidence 

4.  Compatible  radiologic  evidence 

5.  Anatomic  diagnosis  established 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Electrocardiogram  Review  if  Absent 

B.  Radiologic  examination  of  the  chest     Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Establishment  of  diagnosis       •         ,  ■  - 

B.  Establishment  of  a  medical  and/or  surgical  treatment  plan 


•or  suosefluent  :nysic:an  -?view  mi/  ina 


HEART  FAILURE.  CONGESTIVE  H-ICDA  ICDA-8  ICD-9-CM 

427.1,  427.9    427.0,  427.1  428 
782.4 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  acute  pulmonary  edema 

2.  Unresponsive  to  ambulatory  management  (i.e.,  persistent 
or  recurrent  symptoms  of  dyspnea,  weakness,  edema) 

3.  -    Scheduled  for  cardiac  catheterization  (see  procedural 

indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  symptomatology  (e.g.,  refractory  heart 
failure 

b.  Renal  insufficiency  and/or  electrolyte  imbalance 

c.  Digitalis  toxicity 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Validation  of  diagnosis  and  historical  documentation 
that  the  condition  is  newly  recognized  or  physical 
findings  of  S^  gallop  rhythm,  unresponsive  to  ambulatory 
management 

2.  Serious  clinical  disability  (dyspnea,  edema,  weakness, 
murmur) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  congestive  heart  failure 

2.  Positive  physical  findings  of  gallop  rhythm,  or  venous 
,    hypertension  or  edema  or  enlarged  heart 

3.  Clinical  improvement  following  digitalis  or  diuretics 

Continued 
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HEART  FAILURE,  CONGESTIVE  -  Continued  : 

III.  QUALxTY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Electrocardiogram  Review  if  Absent 

B.  Radiologic  examination  of  the  chest     Review  if  Absent 

C.  Serum  electrolytes  and  BUN  or 

creatinine  Review  if  Absent 

iv.  discharge  planning  cincluding  level  of  care  and  patient 
instructions!  ' 

v.  indications  for  discharge 

A.     Regression  of  symptoms 


These  :r-tar^a  ir«  'sr  screening  jatlent  im 
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HEMATURIA 


H-ICDA 
Y73.3 


ICDA-8 
789.3 


ICD-9-CM 
599  -  599.7 


I. 


II. 


UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Admission  for  diagnostic  studies  that  cannot  be 
accomplished  on  an  ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Presence  of  hematuria  prior  to  admission 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.  Hematuria 

OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Urinalysis  Review  if  Absent 

B.  Documentation  of  ambulatory 

services  Review  if  Absent 

C.  Record  of  intravenous  pyelogram  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     Hematuria  persistent,  ambulatory  care  deemed  appropriate 
INDICATIONS  FOR  DISCHARGE 


These  :r'tar'a  trt  *3r  scrsefltng  :at:snt  zirs 
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214. 


HEMOPHILIA 


H-ICDA 
286.0 


ICDA-8 
286.0 


ICD-9-CM 
286 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  hemorrhage 

2.  Trauma 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


'a.  Persistence  of  hemorrhage 

b.  Hemarthrosis 

c.  Repeated  hemorrhage 

d.  Hepatitis 

e.  Transfusion  reaction 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1 .     History  of  trauma 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Laboratory  demonstration  of  decreased  Factor  VIII  level 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Blood  replacement  Review  if  Absent 

B.  Administration  of  Factor  VIII  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions!  ~~  ~ 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Cessation  of  hemorrhage 

B.  Ambulatory 
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HEMORRHOIDS  H-ICDA  ICDA-8  ICD-9-CM 

455  455  455 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Acute  complication  of  hemorrhoidal  disease  that 
cannot  be  treated  on  an  ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Fecal  impaction 

b.  Urinary  retention 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1.  Anal  bleeding,  protrusion  or  pain 

2.  Hemorrhoidal  thrombosis  and/or  edema 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  tissue  report 

2.  Presence  of  enlarged  hemorrhoids  on  inspection, 
anoscopy,  or  signoidoscopy 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Digital  rectal  examination  Review  if  Absent 

B.  Anoscopy  and  sigmoidoscopy  or  recent 

history  of  sigmoidoscopy  Review  if  Absent 

C.  Bariim  enema  prior  to  elective 

hemorrhoidectomy  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

Continued 
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HEMORRHOIDS  -  Continued 

A.     Documented  plan  for  barium  enema  if  not  done  during  hospital 
stay 

V.      INDICATIONS  FOR  DISCHARGE 

A.     Adequate  bowel  and  urinary  function 


cr~mnq  ziz'.tnz  :3P« 
in  -•view  ;nl/  sra 


217. 


HEPATITIS  (Viral  A  and  B,  H-ICDA  ICDA-8  ICD-9-CM 

alcoholic,  toxicj  070.0  -  070.9,      070,  571.0        070,  571.1,  573 

571.0,  573.1  573.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Nausea  and  anorexia,  rising  serum  bilirubin 

2.  Scheduled  for  liver  biopsy  (see  procedural  indications) 

3.  Mental  confusion 

4.  Hemorrhagic  manifestations 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Hepatic  encephalopathy 

b.  Hepa to-renal  syndrome 

c.  Bile  peritonitis 

d.  Ascites 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  dehydration  and/or  electrolyte 
imbalance 

2.  Abnormal  liver  profile 

3.  Chronic  hepatitis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Liver  biopsy  -  positive 

2.  History  of  alcoholism  +  abnormal  liver  function  tests 
and  hepatomegaly  (alcoholic) 

3.  History  of  exposure  to  hepatitis  or  to  blood  products, 
hepatomegaly,  with  abnormal  liver  function  tests  and 
positive  B  antigen  (viral) 

Continued 
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HEPATITIS  -  Continued 


4.  History  of  exposure  to  toxic  agent  with  abnormal  liver 
function  tests  and  hepatomegaly  (toxic) 

5.  Abnormal  liver  function  tests 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Liver  function  tests  (including 

Hbs-AG)  and  prothrombin  time  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Documented  plan  of  follow-up  with  liver  biopsy  to  be 
considered  in  re-evaluation 

» 

V.      INDICATIONS  FOR  DISCHARGE 
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HERNIA,  INGUINAL.  FEMORAL,  H-ICDA  ICDA-8  ICD-9-CM 

UMBILICAL.  VENTRAL  550  550  550,  551,  552 

551.0  -  551.4  551.0  -  551.2  (except  552.3) 

552,  553.0  552,  553.0  553 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Presence  of  incarcerated  hernia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  CDiagnosis  specific  or  general) 

a.  Urinary  retention 

b.  Intestinal  resection  in  addition  to  hernia  repair 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  inguinal  or  femoral  hernia  or  history 

of  inguinal  bulge  or  hydrocele  on  physical  examination 

2.  Presence  of  ventral  hernia 

3.  Umbilical  hernia  in  patient  over  four  years  old  or  large 
fascial  defect  not  getting  smaller  in  patients  less 
than  four  years  of  age 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Hernia  demonstrated  at  operation 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Elective  operation  carried  out  within 

24  hours  of  admission  Review  if  Absent 

B.  Emergency  operation  for  strangulation 

done  within  6  hours  of  admission         Review  if  Absent 

C.  Prophylactic  antibiotics  for  elective 
herniorrhaphy  Review  if  Present 

Continued 
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HERNIA,  INGUINAL.  FEMORAL, 
UMBILICAL,  VENTRAL  -  Continued 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!   

v.  indications'  for  discharge 


:o  -0':  :cnsf         iT3naar~33  jf  tjr*. 


HERNIATED  NUCLEUS  PULPOSUS     H-ICDA  ICDA-8  ICDA-9-CM 

353,  725.1  353,  725.1       353.3,  722, 

725.8  725.8  724.1,  724.4 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 

1.  Acute  onset  of  pain  and  stiffness  preventing  ambulation 
and  self-care 

2.  Scheduled  for  myelography  and/or  angiography  (see  pro- 
cedural indications) 

3.  Development  of  motor  dysfunction 

4.  Scheduled  for  operation  Csee  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  neurologic  deficit 

b.  Post  myelogram  headache 

c.  Retro  or  intraperitoneal  bleeding,  or  vascular 
diagnosis 

d.  Trauma  to  aorta  or  IVC  or  iliac  vessels 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination  including  myelogram 

2.  Abnormal  electromyography  (EMG) 

3.  .Documented  record  of  pain,  worse  with  back  motion  or 
evidence  of  spasm  or  tenderness  or  pressure 

4.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

Continued 
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HERNIATED  NUCLEUS  PULPOSUS  -  Continued 

A.  Radiologic  examination  of  spine  Review  if  Absent 

B.  Documented  neurological  and  musculo- 
skeletal evaluation  Review  if  Absent 

C.  Surgery  without  prior  myelogram  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


7h«s«  cr-tteria  irs  far  scresmnq  jatlent  care 
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HERPES  ZOSTER 


H-ICDA 
053 


ICDA-8 
053 


ICD-9-CM 
053 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1 .  Intractable  pain 

2.  Herpes  zoster  ophthalmicus 

3.  Herpes  zoster  otic  CRanis ay-Hunt  Syndrome) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  inflamed  eye 

2.  Presence  of  inflamed  ear 

3.  History  of  pain 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Presence  of  vesicular  rash  and/or  culture 

III.  OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Ophthalmologic  consultation  for 

herpes  zoster  ophthalmicus  Review  if  Absent 

B.  Neurologic  evaluation  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  ' 

V.  INDICATIONS  FOR  DISCHARGE 
A.     Control  of  pain 


a. 


Persistent  intractable  pain  not  controlled  with 
oral  analgesics 


224. 


HODGKINS  DISEASE  (Also  applies     H-ICDA  ICDA-8  ICD-9-CM 

to  all  lymphomas)  201  201  201  -  202 

202  202 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Suspicion  of  Hodgkin's  Disease 

2.  Scheduled  for  surgical,  diagnostic  and/or  therapeutic 
procedure  to  include  staging  (See  surgical  and/or 
procedural  indications) 

3.  Scheduled  for  chemotherapy  and/or  radiotherapy 

4.  Complications  (prolonged  fever,  cachexia,  effusions, 
intercurrent  infection,  bleeding) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Bone  marrow  suppression 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Lymph  node  enlargement 

2.  History  of  pre-existing  lymphomatous  disease 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report 

2.  Positive  biopsy  report 

^li-  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Treatment  plan  for  radiotherapy  and/or 

chemotherapy  Review  if  Absent 

B.  Establishment  or  revision  of  clinical  staging 

of  disease  Review  if  Absent 

C.  Consultation,  staging  and  treatment  planning 
with  treatment  specialists  (surgeon,  radiation 
therapist,  medical  oncologist)  in  the  presence 
of  presumed  or  established  primary  or  metastatic 
^■"sease  Review  if  Absent 

^ese  zr".ir"i  irt  -'-jr  ;cr«smrg  jarisnt  'are 
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HODGKINS  DISEASE  -  Continued 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

A.     Arrangements  for  adjuvant  or  additional  therapy  completed. 

V.  INDICATIONS  FOR  DISCHARGE 


These  :r'ter-a  irt  'ar  icrsemna  jafient  iirs 
-or  suoseauent  ^nysicran  -sview  :nly  snd 
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HUNTINGTON'S  DISEASE  H-ICDA  ICDA-8  ICD-9-CM 

(hereditary  chorea)  331.0  331.0  333.4 


I.  UTILIZATION  REVIEW 

A,  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Unmanageable  as  ambulatory  patient  Cconfusion  and/or 
severe  agitation,  movement  disorder  or  suicidal  risk) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  CDiagnosis  specific  or  general) 

II.  VALIDATIQN  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Neurological  findings  and  clinical  observations 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  involuntary  movements  and/or  rigidity 

2.  Dementia 

3.  Genetic  history 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Family  history  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE  ' 


These  criteria  irs  '3r  screening  safient  care 
-or  suose<:uent  snysician  -eview  only  ind 
CO  -ot  csn^t-it-jte  stanaarjs  :f  cire. 


HYDROCEPHALUS,  CONGENITAL 


H-ICDA 
740,0 


ICDA-8 
742 


ICD-9-CM 
742.3 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS     (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 


A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurological  findings  and  clinical  correlation 

2.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

3.  Operative  report 

in.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  '  

V.  INDICATIONS  FOR  DISCHARGE 


These  cnter'a  \n  'or  scr^emnq  :atient  car* 
-or  suose<iuent  ^nysician  -•view  :nly  ino 


228. 


HYPERBILIRUBINEMIA  IN  NEWBORN  H-ICDA  ICDA-8  ICD-9-CM 

762.0  -  762.9  774  -  774.9  773,  774 
763.0  -  763.5    775  -  775.9 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Clinical  evidence  of  icterus  in  first  36  hours  of  life 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  CLocal  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Anemia  (hgb  less  than  8  gms%)  or  thrombocytopenia 
(platelet  count  50,000) 

b.  Failure  of  improvement  or  resolution  of  reason  for 
admission  (bilirubin  greater  than  12  mg%) (indirect) 

c.  Kernicterus 

d.  Exchange  transfusion 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (.WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Serum  total  bilirubin  level  greater  than  12  mg%  in 
term  infant  (10%  in  pre-term) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Serial  direct  and  total  bilirubin 

determination  Review  if  Absent 

B.  Infant's  type,  hemoglobin  and  Coombs 

test  if  mother  Rh  negative  Review  if  Absent 

C.  Exchange  transfusion  if  indirect 
bilirubin  above  20  mg%  in  full  term 

infant  or  16  mg%  in  pre-term  Review  if  Absent 

Continued 


"nese  rr-rsr-a  irt  "'ir  >cr«"mnq  :af:snt  '.m  229. 
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HYPERBILIRUBINEMIA  IN  NEWBORN  -  Continued 


D.     Use  of  phototherapy  in  full  temi  infant  with 
total  bilirubin  less  than  12  mg%  or 
pre-term  with  total  bilirubin  less 
than  10  mg%  (both  with  no  evidence 
of  hemolytic  disease)  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  ~ 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Evidence  of  decreasing  serum  bilirubin  level 


■'lese  :r'ter-j  jr«  -^r  jcrseninq  :af:ent  cars 
■or  lUBseouent  :ny5lc-.in  -•view  ;nly  ina 
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230. 


HYPERCALCEMIA 


H'ICDA 
790.3 


ICDA-8 
788.9 


ICD-9-CM 
275.4,  588.8 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  of  hypercalcemia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  [Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (.Diagnosis  specific  or  general) 


a.  Progressive  deterioration  of  sensorium 

b.  Therapy  of  precipitating  disease 

c.  Progressive  renal  failure 

d.  Congestive  heart  failure  and  cardiac  arrhythmia 

e.  Operation 


II.  VALIDATION  OF; 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Serum  calcium  elevation  greater  than  11  mg%  confirmed  by 
repeat  determination  and  serum  albumin  determination  or 
ionized  calcium  determination 

2.  Pathology  report  of  etiologic  disease 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
'    A.     Elevated  serum  calcium  Review  if  Absent 

B.  Control  of  symptomatic  hypercalcemia   Review  if  Absent 

C.  Drug  history  for  antacids  and 

Vitamin  D.  Review  if  Absent 

D.  Monitoring  electrolyte  status 


and  state  of  hydration 


Review  if  Absent 


Continued 


These  oritar-ia  Jr«  '3r  screefimg  satient  car* 
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231 . 


HYPERCALCEMIA  -  Continued 


E.  Endocrinology  consultation  if 

available  Review  if  Absent 

F.  Dehydration  for  diagnostic  studies      Review  if  Present 

iv,  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 

A.     Normocalcemia  or  mild  asymptomatic  hypercalcemia  in  patients 
with  neoplasia 


TJiese  cr'tana  in  ^op  3cr««ning  aafisnt  cars 
•'or  suoseaueni:  :;nysic1an  -svigw  jniy  ina 
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232. 


HYPERTENSION  (include 
accelerated,  encephalopathy) 


H-ICDA 
400,  438.3 


ICDA-8 
400,  436 


ICD-9-CM 
401,  402 
403,  404 
437.2,  405 


I.     UTILIZATION  REVIEW 

A.  NEED  FOft  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 

1.  Failure  to  respond  to  anti -hypertensive  therapy 
requiring  investigation  (i.e.,  renal  disease,  venous 
or  arterial  renal  investigation  or  adrenal  disease) 

2.  Hypertensive  encephalopathy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a . 

Established  secondary  cause  of  hypertension 

discovered 

b. 

Neurologic  abnormalities 

c. 

Congestive  heart  failure 

d. 

Renal  failure  (rising  BUN  or  creatinine) 

e. 

Operation 

II.    VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Historical  documentation  of  failure  to  respond  to 
anti -hypertensive  therapy 

2.  Documentation  of  renal,  renal -vascular  or  adrenal 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1,      Diastolic  blood  pressure  in  excess  of  90  mm  Hg 
III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Blood  pressure  recorded  daily,  as  a 


abnormality 


rmmmum 


Review  if  Absent 


Continued 
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233. 


HYPERTENSION  -  Continued 

B.  BUN  or  creatinine  Review  if  Absent 

C.  Electrocardiogram  Review  if  Absent 

D.  Fundoscopy  Review  if  Absent 

E.  Radiologic  examination  of  the 

chest  and  IVP  Review  if  Absent 

F.  Electrolyte  profile  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

A.     Anti -hypertensive  therapy  (e.g.,  salt  restriction,  anti- 
hypertensive medication) 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Control  of  blood  pressure 


~r-9%e  zr-'.er'i  ir-  -3r  scr«*ning  :af;*nt  tin 
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HYPOGLYCEMIA 


H-ICDA 
251.1 


ICDA-8 
251 


ICD-9-CM 
251.0  -  251.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Severe  symptoms  of  altered  mentation  consistent  with 
hypoglycemia  (e.g.,  coma,  syncope,  seizure) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     Development  of  coma 

'b.  Seizure 

c.  Prolonged  symptomatic  hypoglycemia  for  longer  than 
30  minutes 

d.  Operation 

e.  Intractable  symptomatic  fasting  hypoglycemia 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Validation  of  IA-1 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Fasting  blood  glucose  less  than  40  mg  percent  and 
hypoglycemic  symptoms  coincident  with  blood  glucose 
less  than  40  mg% 

2.  Elevated  insulin  level  in  presence  of  lowered  glucose 

3.  Pathology  report  of  pancreatic  adenoma 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Order  for  monitoring  level  of 

consciousness  Review  if  Absent 

B.  History  of  insulin  or  drug  intake 

obtained  Review  if  Absent 

Continued 
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235. 


HYPOGLYCEMIA  -  Continued 

C.     Tolbutamide  tolerance  test  in 

documented  fasting  hypoglycemia  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.  Specific  therapy  outlined  for  uncorrected  hypoglycemia 
V.      INDICATIONS  FOR  DISCHARGE  ' 


These  critsr-j  irt  'sr  3Cr««fnng  jafient  zin 
-or  suosMuent  jnysicijn  --view  :nly  ind 
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HYPOSPADIAS 


H-ICDA 
752.2 


ICDA-8 
752.2 


ICD-9-CM 
752.6 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Presence  of  hypospadias  needing  surgical  correction 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  hypospadias  on  physical  examination 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     IVP  or  documentation  of  prior  IVP        Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


a. 


Tissue  necrosis 


b. 


Fistula 


c. 


Urinary  retention 


T>iese  :r'tana  ir«  "'or  icr^smnq  jafient  ;irs 
-;r  suosafluent  ^rny^ic^an  -«view  ;nly  ma 
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HYPOTHYROIDISM  H-ICDA  ICDA-8  ICD-9-CM 

244.9  244  243,  244 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Coma  or  precoma  ■  ' 

2.  Cardiovascular  complications  (e.g.,  angina,  acute  MI 
or  congestive  heart  failure) 

3.  Hypoventilation 

4.  Electrolyte  imbalance 

B.  INITIAL  LOS/CONTINUED  STAY 

1.     LOS  -  (Local  option  -  LOS  Checkpoint) 

,  2.     Extension  information  (Diagnosis  specific  or  general) 

•.  •         a.     Complications  of  therapy  (cardiovascular  decompensation 
hypoadrenocorticism) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Altered  level  of  consciousness 

2.  ECG  evidence  of  ischemia  or  infarction;  physical 
evidence  of  congestive  heart  failure 

3.  Hyponatremia  (serum  sodium  less  than  125  mEq/L) 

4.  PaC02  greater  than  60  mm  Hg 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Laboratory  confirmation  of  hypothyroidism  -  low  serum 
T4,  low  TSH  considering  potential  thyroid-binding 
globulin  abnormalities 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

y  A.     Administration  of  thyroid  hormone        Review  if  Absent 

•  B.     Intensive  monitoring  if  pre-coma 
•  or  coma  Review  if  Absent 

Continued 
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238. 


HYPOTHYROIDISM  -  Continued 

C.  Monitoring  of  electrolytes  Review  if  Absent 

D.  Radiologic  examination  of  the 

chest  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


ThtM  cr'tsr'*  ir«        sert«ninq  a»t1tnt  iar« 
juesMiMnt  inyslcian  -«vnw  only  »nd 
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INFANT,  NEWBORN,  NORMAL  H-ICDA  ICDA-8  ICD-9-CM 
  Y20,  Y22               Y00.5,  Y20        V30,  V31 ,  V33 

Y24,  Y26  Y22,  Y23  V34,  V37,  V39 

Y28  Y26,  Y27 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Born  in  hospital 

2.  Born  elsewhere,  first  day  of  life 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Hyperbilirubinemia  greater  than  15  mg/lOO  ml 

b.  Maternal  indication  (e.g.,  illness  or  operation) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     No  disease  demonstrated 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Apgar  score  at  5  minutes  Review  if  Absent 

B.  Blood  type,  Rh  and  Coombs  test  if 

mother  Rh  negative  Review  if  Absent 

C.  Phenylketonuria  screening  (1)  formula 
fed;  (2)  breast  fed;  (3)  after  4th  day 

of  life  or  prior  to  discharge  Review  if  Absent 

D.  Vitamin  K  and  eye  prophylaxis  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'ter-a  jrs  'or  3cr«emng  :at-.snt  zire 
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« 


INFECTIOUS  MONONUCLEOSIS  H-ICDA  ICDA-8  ICD-9-CM 

075  075  075 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Ccpplication  of  diagnosed  infectious  mononucleosis, 
(e.g.,  hepatitis,  meningitis,  hemorrhage,  rupture  of 
spleen,  hemolytic  anemia,  dehydration) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  complications  of  diagnosed  infectious 
mononucleosis  (e.g.,  hepatitis,  meningitis,  hemorr- 
hage, rupture  of  spleen) 

b.  Operation  (Splenectomy)  (See  surgical  indications) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  appropriate 

B,  FINAL  DIAGNOSIS  (  PRINCIPAL) 

1.     Positive  serologic  studies  (e.g.,  Mono  spot,  or  hetero- 
phile,  or  elementary  body  (EB)  or  virus  antibody  titer) 

in.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES  ■ 


A. 

Positive  serologic  diagnosis 

Review 

if  Absent 

B. 

Antibiotic  use 

Review 

if  Present 

C. 

Steroids,  unless  hemolysis  present 

Revi  ew 

if  Present 

D. 

Liver  Biopsy 

Review 

if  Present 

E. 

Chloroquine 

Review 

if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  ~~  

V.  INDICATIONS  FOR  DISCHARGE 


"5r  lucsecuent  :."ivsic:an  -^vi«*  ;nl/  ma  c'r  1  . 


INFERTILITY,  INVOLUNTARY.  H-ICDA  ICDA-8  ICD-9-CM 

FEMALE  (Primary  or  785.7  628  628 

Secondary) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Involuntary  infertility  with  failure  to  conceive 
after  ambulatory  studies 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Enter  appropriate  diagnosis 

III.  QUALITY  REVIEW-CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Cervicovaginal  cytologic  report 

documentation  Review  if  Absent 

B.  Documented  evidence  of  ambulatory 

studies  Review  if  Absent 

C.  Laparoscopic  examination  or  lapar- 
otomy Review  if  Absent 

D.  Documentation  of  comprehensive 

endocrine  studies  Review  if  Absent 

IV.  DISCHARGE  PLANNING    (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  '  ~~~ 

V.  INDICATIONS  FOR  DISCHARGE 


These  :r'tap"a        '^^  icrwrnnq  ;at-.ent  zin 
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INFLAMMATORY  BOWEL  DISEASE  H-ICDA  ICDA-8  ICD-9-CM 

(Chronic  ulcerative  colitis  563.1,  563.2      563.9,  563.1  555,  558.9 

and  gramulomatous  or  Crohn's 
colitis) 

I .  UTILIZATION  REVIEW  , 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Fistula,  perforation,  obstruction  or  toxic  megacolon 

2.  Fever,  diarrhea,  hemorrhage       -'."'^'^^     :  _  IT 

3.  Scheduled  for  operation  (see  surgical  indications) 

4.  Scheduled  for  hyperalimentation  because  of  malnutrition 
or  fistulae 

B.  INITIAL  LOS/CONTINUED  STAY  '  "  ' 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Obstruction,  perforation,  abscess,  fistula 

b.  Malabsorption  and  protein  deficiency 

c.  Urinary  obstruction  and/or  infection 

II.  VALIDATION  OF:  : 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Radiologic  evidence  of  pneumoperitoneum,  toxic 
megacolon  and/or  obstruction  or  fistula 

2.  Failure  to  respond  to  medical  treatment 

3.  Severe  malnutrition  and/or  presence  of  fistula 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  sigmoidoscopic  findings 

2.  Radiologic  evidence  ,  \ 

3.  Positive  colonoscopy  findings 

4.  Positive  pathology  report  or  operative  report 

Continued 
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INFLAMMATORY  BOWEL  DISEASE  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Sigmoidoscopy 

B.  Stool  examination  for  blood,  ova, 
parasites 

C.  Radiologic  examination  of  chest 
and  abdomen 

D.  Radiologic  examination  of  gastro- 
intestinal tract  except  in  perfora- 
tion or  toxic  megacolon 

E.  Standard  vigorous  preparation  for 
barium  enema  in  acute  colitis  Cfever, 
diarrhea,  hemorrhage) 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Present 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


*For  diagnosis  558.9  in  children,  see  enteritis,  non-infectious,  ch 


Thes*  cHtaria  trs  'or  scr«efling  jatient  zin 
njr  iuosMuent  :nysic-:an  -sv-iew  3nly  snd 
-0  -ot  csnst-it-jte  stanaams  if  -.irt. 


INJURY,  PERIPHERAL  NERVE  H-ICDA  ICDA-8  ICD-9-CM 

952.0,  953.0         952.1,  953.1    955,  956, 
954.0,  955.0         954.1,  955.1  957 
956.0,  957.0         956.1,  957.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  History  of  injury 

2.  Persistent  pain 

3.  Motor  and/or  sensory  abnormalities 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurological  findings  and  clinical  correlation 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  " 

V.  INDICATIONS  FOR  DISCHARGE 


INTESTINAL  OBSTRUCTION, 
SMALL  INTESTINE 


H-ICDA 

560.2  -  560.9 
537.0,  751.1 
751.4 


ICDA-8  ICD-9-CM 
560.2  -  560.9  537.0,  537.3 
537.0,  751.1    560,  751.1,  751 
751 .4 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  intestinal  obstruction 

B.  INITIAL  LOS/CONTINUED  STAY  . 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Operation 

b.  Abnormal  electrolytes  or  elevated  BUN  after  48 
hours  of  hospitalization 

c.  Prolonged  (over  10  consecutive  days)  nasogastric 
suction 

d.  Prematurity  (weight  less  than  2500  grams) 

e.  Weight  gain  of  less  than  20  grams  per  day  on  oral 


intake  (infants) 
II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  obstruction 

2.  Operative  report  of  obstruction 

3.  Pathology  report  of  excised  tissue 

ni.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of  abdomen 


and  chest 


Review  if  Absent 


B. 


Serum  electrolytes 


Review  if  Absent 


Continued 
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INTESTINAL  OBSTRUCTION, 
SMALL  INTESTINE  -  Continued 


C.  Fluid  and  electrolyte  therapy  Review  if  Absent 

D.  Nasogastric  suction  with  or  without 

operation  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT  I  GNSl 

V.  INDICATIONS  FOR  DISCHARGE 


TTiese  cr'tar-a        fsr  icreemnq  jatient  :ir* 
-or  suosMuent  :nysic:an  '•visw  :nly  ina 
30  rot  tcnsfitute  siinaams  :r  :ir«. 


INTUSSUSCEPTION,  PEDIATRIC 
AGE  GROUP 


H-ICDA 
550.  Q 


ICDA-8 
560.0 


ICD-9-CM 
560. Q 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  intussusception 

2.  Status  post-hydrostatic  reduction  of  intussesception 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Recurrence  of  intussusception 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Signs  and  symptoms  of  intussusception  (e.g.,  sudden 
colicky  pain  in  infant  or  child,  passage  of  currant 
jelly  stool,  palpable  mass  in  abdomen) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  barium  enema  report 

2.  Operative  report  of  intussusception 

3.  Pathology  report  of  resected  specimen,  if  present 

III.  OUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the  abdomen  Review  if  Absent 

B.  Hydrostatic  reduction  under  fluroscopic 
control  except  with  suspected 

strangulation  Review  if  Absent 

C.  Operative  reduction  or  resection 
if  hydrostatis  reduction  is  un- 
successful or  contraindicated  as 

specified  in  III-B  Review  if  Absent 

D.  Rectal  examination  Review  if  Absent 


Continued 


These  -r'tar^a  ar«  -'ar  scrseninq  :afient  :ar- 
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INTUSSUSCEPTION,  PEDIATRIC 
AGE  GROUP  -  Continued 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]  ~~  

V.  INDICATIONS  FOR  DISCHARGE 


JAUNDICE  (In  adults)  H-ICDA  ICDA-8  X  ICD-9-CM 
  782.8                  785.2  782.4 

I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  or  invasive  diagnostic  pro- 
cedures (e.g.,  angiography,  cholangiography,  liver 

biopsy) (See  procedural  indications)  (See  surgical  indications) 

2.  Chills,  fever  (over  100  deg.  F,  or  37.7  deg.C), 
nausea  and  vomiting,  or  intractible  pruritis 

3.  Jaundice  associated  with  abdominal  or  back  pain 

4.  Jaundice  not  present,  but  history  of  repeated  attacks 
of  jaundice  and/or  abdominal  pain  unable  to  diagnose  on 
ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Liver  failure  (e.g.,  encephalopathy,  ascites) 

b.  Hepatorenal  syndrome  (rising  BUN,  falling  urine 
output) 

c.  Diagnosis  of  underlying  disease  not  established 

d.  Unexplained  fall  of  hemoglobin 
II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  appropriate  (See  lA) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Elevated  serum  bilirubin 

2.  Operative  report  consistent  with  obstructive  jaundice 

3.  Pathology  report  (liver,  common  duct,  gallbladder  or 
pancreas) 

4.  Radiologic  or  ultrasound  evidence  -  non-operated 

Continued 
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JAUNDICE  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A. 


Diagnostic  measures  to  establish  a 
diagnosis  carried  out  within  48 
hours 


B.  Hepatobiliary  function  test  profiles 
pancreatic  tissue  injury  enzymes 
(liver,  pancreas),  complete  blood 
count,  platelet  count,  prothrombin 
time  (PT) 

C.  In  case  of  operation,  cholangiogram, 
common  duct  exploration,  or  liver 
biopsy 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   

V.  INDICATIONS  FOR  DISCHARGE 


ThKSa  :r'teria  irs  ^ar  3cr««fiinq  jifient  car" 
■or  suosefluent  inysician  -svie*  3nly  ind 
Jo  '^ot  csnstituta  szsnaams  ran. 


JOINT  PAIN  AND  SWELLING  (To  include       H-ICDA  ICDA-8  ICD-9 

unknown  etiolooy  and  causes  of  joint     274,  713.0     274,  713.0  274, 

pain  and  swelling  such  as  gout,  714.1,  788.3  714.9,  787.3 

pseudogout,  traumatic,  non-specific,     788.4  787.4 

flare  in  degenerative  joint  disease. 

This  group  does  not  normally  require 

admission) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Presence  of  severe  pain  and  immobility 

2.  Suspicion  of  infection 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Pain,  immobility  and  swelling  on  physical  examination 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination  of  involved  joints 

2.  Synovial  fluid  analysis  if  available 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Serum  uric  acid  Review  if  Absent 

B.  Radiologic  examination  of  involved 

joint  Review  if  Absent 

C.  Synovial  fluid  analysis,  if  effusion    Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  for  DISCHARGE 


7>i«se  ir'tei-'i  ir*  'or  ;cr««mnq  :af:ent  :ir" 
-or  suosecuent  :ny?1c'.an  -^view  :niy  ind 


KNEE  -  INTERNAL  DERANGEMENT 


H-ICDA 
722.7 


ICDA-8 


ICD-9-CM 

717 


724.4  -  724.6 
729.2 

729.4  -  729.9 


722.5,  724.4 

724.4,  729.5 

729.7,  729.9 
731.5 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Evidence  of  pain,  locking  or  instability 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence 

2.  Arthroscopy  positive 

3.  Pathology  report 

4.  Operative  report 

HI.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Pre-operative  radiological 

examination  of  the  knee  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ~~  

V.  INDICATIONS  FOR  DISCHARGE 


">ese  :r'*ar")  in  'ir  ;cr««rnna  :af:enc  car? 
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LABOR,  ELECTIVE  INDUCTION  H-ICDA  ICDA-8  ICD-9-CM 
 ~~             73.0,  73.1          75.0  650 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Intrauterine  pregnancy  with  estimated  gestational  age 
of  more  than  38  weeks,  and  favorable  cervix 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Operative  procedures  other  than  those  at  the  time 
of  delivery  (exclusive  of  postpartum  sterilization) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Estimated  gestational  age  of  38  weeks  or  more 

2.  Estimated  weight  of  fetus  greater  than  2500  grams 

3.  Cephalic  presentation  (vertex)  at  station  0  or  lower 

4.  Cervix  favorable  for  induction 

5.  Adequate  pelvis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.  Delivery 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Documentation  of  estimated  gestational 


age 


Review  if  Absent 


B.  Evaluation  of  the  status  of 

the  fetus  Review  if  Absent 

C.  Documentation  of  evaluation 

of  cervix  Review  if  Absent 

D.  Amniotomy  and/or  oxytocin  _ 
stimulation  Review  if  Absent 


Continued 


LABOR.  ELECTIVE  INDUCTION  -  Continued 


E. 


Monitoring  of  fetal  heart  rate  in 
labor  by  electronic  methods  and/ 
or  auscultation 


Review  if  Absent 


F. 


Apgar  score  recorded  at  one  and 
five  minutes  after  delivery 


Review  if  Absent 


G. 


Delivered  by  Cesarean  section 


Review  if  Present 


H.     Development  of  respiratory 
distress  in  infant 


Review  if  Present 


I.     Delivery  of  infant  under  2500  grams     Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  ~  

V.  INDICATIONS  FOR  DISCHARGE 

A.     Infant  discharged  with  mother 


■These  cr-tar^a  in  '3r  screening  jat-jent  care 
^or  suoseouent  anysic-ian  -sview  only  md 
:o  IOC  csnsfituti  stanoans  3f  rare. 


LEAD  POISONING  (Age  less  H-ICDA  ICDA-8  ICD-9-CM 

than  18  years)  984  984  984 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  lead  encephalopathy 

a.  Coma  or  convulsions 

b.  Central  nervous  system  involvement  (lethargy,  apathy, 
hyperirritability) 

2.  Renal  failure 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (^Diagnosis  specific  or  general) 
a.     Continuation  of  lA 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Strongly  positive  qualitative  urinary  coproporphyrin 
test,  confirmed  by  two  blood  levels  greater  than  50 
meg  Pb/100  ml  whole  blood 

2.  FEP  greater  than  or  equal  to  190  mcg/100  ml  whole  blood 

3.  Confirmed  (two  levels)  blood  lead  greater  than  or  equal 
to  80  ugm/ml  whole  blood 

4.  EDTA  mobilization  test  greater  than  1  ugm  lead/mgm  EDTA  or 
greater  than  100  ugm  lead/liter  urine  (should  be  per- 
formed only  on  asymptomatic  patients) 

5.  Blood  lead  greater  than  or  equal  to  60  ugm/100  ml  whole 
blood  and  FEP  greater  than  or  equal  to  110  ugm/100  ml 
whole  blood  with  symptoms,  such  as  ataxia,  seizures, 
restlessness,  speech  disturbance,  abdominal  pain  or 
vomiting 

Continued 
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LEAD  POISONING  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.     Blood  or  EDTA  mobilization  test  or  free 
erythrocyte  protoporphyrin  or  ALA-D 
activity,  if  not  done  within  two 
weeks  prior  to  admission 


Review  if  Absent 

Review  if  Absent 
Review  if  Present 

Review  if  Present 


B.  Parenteral  CaEDTA,  in  courses  of  5 
days 

C.  Lumbar  puncture 

D.  Oral  administration  of  CaEDTA/ 
parenteral  CaEDTA  given  for  more 
than  7  successive  days 

E.  Iron  therapy  if  BAL  (British  anti- 

lewisite)  is  given  with  CaEDTA  Review  if  Present 

IV.    DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     Note  that  case  has  been  reported  to  the  local  health 
authorities 


INDICATIONS  FOR  DISCHARGE 


"cr  tuoseouent  trv^ir-jn  -•vi»<»  ;ni/  ma 


LEUKEMIA  (including  acute  and  H-ICDA  ICDA-8  ICD-9-CM 

chronic  lymphocytic,  myelocytic,  204.0,  204.1  204.0,  204.1  204,  205,  206 
monocytic)  205.0,  205.1      205.0,  205.1      207,  208 

206.0,  206.1     206.0,  206.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Symptomatic  anemia 

2.  Hemorrhage 

3.  Infection 

4.  Scheduled  for  radiotherapy  or  chemotherapy  if  diagnosis 
is  established  and  therapy  cannot  be  performed  on 
ambulatory  basis 

5.  Scheduled  for  bone  marrow  biopsy  which  cannot  be  done 
on  ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Bone  marrow  suppression 

b.  Uric  acid  nephropathy  or  gout 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Hemoglobin  less  than  10  Grams 

2.  Congestive  heart  failure 

3.  Angina  or  dyspnea  at  rest  or  with  minimal  exertion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Diagnostic  peripheral  blood  smear  and/or  bone  marrow 
exam 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Treatment  plan  with  hematologist  or  onco- 
logist for  radiotherapy  and/or 

chemotherapy  Review  if  Absent 


-•sr  suose'Juent  inv^ic-ian  -•view  :niy  ina 


Continued 
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LEUKEMIA  -  Continued 


B.  Concomitant  prophylactic  treatment 
for  complications  of  hyperuricemia 
(initial  treatment  and  treatment 

of  relapse)  Review  if  Absent 

C.  Radiologic  examination  of  the 

chest  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


T>es«  cr'teria  are  ^sr  scrssninq  jitient  zirt 
■or  suoseauent  ;nys1cian  -•visw  only  snd 
20  "Qt  csnsfrt'jc*  SMnoarrjs  of  ;ir!. 


LIPS  AND  MOUTH,  DISEASES        H-ICDA  ICDA-8  ICD-9-CM 

140,  141  140,  141  140,  141,  144, 

143  -  145  143  -  145  145,  198.89 

210,  210.0  210,  210.0  210.0  -  210.4 

528.4,  528.5  528.4,  528.5  235.1,  528,  529 

749.0,  749.1  749.0,  749.1  749,  750.0  -  750 

750.1.  750.2  750.8 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS /WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Inflammation  not  responding  to  ambulatory  treatment 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Lesion  (malignant  or  benign);  deformity  (traumatic 

or  congenital);  cleft  lip  and  palate  or  scar  deformity, 
gingivitis,  stomatitis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Visible  evidence  of  tumor,  trauma,  scar  or  congenital 
abnormality 

2.  Positive  microscopic  tissue  analysis  for  neoplasm 

3.  Pathology  report  if  available 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pathology  report  of  microscopic 

tissue  analysis  of  neoplasm  Review  if  Absent 

B.  Radiologic  examination  of  the 
chest  and  underlying  osseous 

structures  for  malignant  lesion  Review  if  Absent 

C.  Pre-treatment  consultation,  staging  and 
treatment  planning  with  treatment 

Continued 


260. 


LIPS  AND  MOUTH,  DISEASES  -  Continued 


specialists  (surgeon,  therapeutic 
radiologist,  medical  oncologist), 
in  the  presence  of  presumed  or 


established  primary  or  metastatic 
disease 


Review  if  Absent 


iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.    indications  for  discharge 


LIVER  DISEASE  OF  H-ICDA  ICDA-8  ICD-9-CM 

UNKNOWN  ETIOLOGY  573.5,  573.9  573.9  573.9 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  invasive  diagnostic  procedures  (e.g., 
liver  biopsy  and/or  endoscopy,  and/or  angiography) 
(see  procedural  indications) 

2.  Encephalopathy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Onset  of  hepato-renal  syndrome 

b.  Unexplained  fall  of  hemoglobin 

c.  Gastrointestinal  hemorrhage 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  rising  bilirubin 

2.  Physical  findings  of  enlarged  liver 

3.  Asterixis,  fetor  hepaticus,  mental  confusion,  rising 
serum  ammonia,  abnormal  electroencephalogram  (EEG) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  liver  biopsy 

2.  Positive  physical  findings  (e.g.,  jaundice,  ascites, 
spider  angiomata,  palmar  erythema  or  asterixis)  with 
any  one  of  the  following: 

a.  Positive  history  (e.g.,  history  of  excessive 
alcohol  intake,  hepatitis,  exposure  to  toxins) 

b.  Positive  laboratory  findings  (e.g.,  bilirubin, 
serum  glutamic  oxalocetic  transaminase  (SGOT), 
alkaline  phosphatase,  prothrombin  time  or  bromsul- 
phalein  {BSP^  elevation,  hepatitis  antigen. 

Continued 


LIVER  DISEASE  OF 

UNKNOWN  ETIOLOGY-  Continued 


ceruloplasmin,  alpha^,  antitrypsin) 

c.     Positive  special  diagnostic  procedure  findings 
(e.g.,  angiography,  endoscopy) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV, 
V. 


D, 


Liver  biopsy  -  unless  contraindicated 
because  of  bleeding  tendency  or 
increased  prothrombin  time 

Hepatic  function  tests  (e.g., 
bilirubin,  alkaline  phosphatase, 
SGOT) 

Hepatitis  B  associated  antigen 
(HAA)  (Australia  antigen) 

■ 

Radiologic  examination  of  chest, 
esophagus  and  upper  gastrointestinal 
tract. 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


Review  if  Absent 

discharge  planning  (including  level  of  care  and  patient 
instructions!  ~~"  

INDICATIONS  for  DISCHARGE 


These  ;r-tena  ar«  -or  screening  :af;ent  cjps 
•'or  sucseouent  jnyj-ician  -sview  ;niy  ina 


LOW  BACK  PAIN  (Discogenic  syndrome)     H-ICDA  ICDA-8  ICD-9-CM 

including  discs,  sciatica,  post-  353,  717  353,  717  307.89,  722 
operative  pain,  lumbago  725,  726         725,  726      724.2,  724.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  onset  of  pain  and  stiffness  preventing  ambulation 
and  self-care 

2.  Scheduled  for  myelography 

3.  Development  of  motor  dysfunction 

4.  Scheduled  for  operation  Csee  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Post  myelogram  headache 

b.  Development  of  neurologic  deficit 

c.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  CWORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination 

2.  Abnormal  electromyogram 

3.  Documented  record  of  pain,  worse  with  back  motion  or 
evidence  of  spasm  or  tenderness  on  pressure,  or 
neurological  deficit 

4.  Operative  report 

5.  Pathology  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

Continued 


T>i«s«  irTtena  in  ■'or  icr««ninq  jatient  tin 
far  suose<Ju«nt  inyiiciin  -•view  :nly  md 
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264. 


LOW  BACK  PAIN  -  Continued 

A.  Radiologic  examination  of  the  spine     Review  if  Absent 

B.  Documentation  of  neurological  and 
musculoskeletal  evaluation  Review  if  Absent 

C.  Surgery  without  pre-operati ve 

myelogram  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


265. 


LYMPHATIC  DISEASES  (Acute  and 
chronic  lymphadenitis,  lymph 
node  metastasis) 


196.9,  200.1 
202.2,  204 
457.2,  683 


H-ICDA 


196.9,  200.1 

202.2,  204 

289.3,  583 


ICDA-8 


ICD-9-CM 

196,  200,  202. ( 

202.2,  289,  68: 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  Csee  surgical  indications) 

2.  Persistent  enlargement  of  regional  lymph  nodes 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Metastatic  disease 

b.  Chyle  fistula 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1 .  Positive  skin  test 

2.  Documentation  on  chart  of  swollen  tender  lymph  nodes 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  enlarged  lymph  nodes  or  masses 

2.  Positive  pathology  report 

3.  Bone  marrow  report 

4.  Positive  bacterid ogic  culture 

5.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the  chest     Review  if  Absent 

B.  Biopsy  -  pathology  report  Review  if  Absent 

C.  Bone  marrow  examination  in  absence 


of  infectious  etiology 


Review  if  Absent 


Continued 


*v»se  ;r"ter-3  jr»  -'ir  arttmnq  :at:ert  ■:ar" 
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266. 


LYMPHATIC  DISEASES  -  Continued 


D.  Culture  if  suppurative  disease  Review  if  Absent 

E.  Pre- treatment  consultation,  staging 
and  treatment  planning  with  treatment 
specialists  (surgeon,  therapeutic 
radiologist,  medical  oncologist)  in 
the  presence  of  presumed  or  established 

primary  or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 

V.  INDICATIONS  FOR  DISCHARGE  ^ 


7h«se  Jr'tar-ia  ir«  'or  screening  lafient  car- 
eer suosMuent  :ny5lc:an  -•view  only  >na 
30  'oz  :3nsf:t'jte  sianaaras  or  zin. 


267. 


MALABSORPTION  DISEASES  (To 
include  lactase  deficiency, 
gluten  enteropathy,  tropical 
sprue  and  other) 


H-ICDA 

269.0  -  269.9 
271.6 


ICDA-8  ICD-9-CM 
269.0  -  269.9    008.3,  269.0 

269.9,  271.3 

579 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Management  of  uncontrollable  symptoms  (e.g.,  diarrhea, 
weight  loss) 

2.  Management  of  complications  of  previously  diagnosed  case 
(e.g.,  dehydration,  tetany) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Dehydration  -  fluid  and  electrolyte  imbalance 

b.  Inanition  -  weight  loss,  low  serum  albumin 

c.  Calcitm  and  magnesium  deficiency  -  osteomalacia 

d.  Perforation  of  small  bowel 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  required 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report 

2.  Positive  culture  (bacteriological) 

3.  Metabolic  findings,  abnormal  (e.g.,  D-xylose,  carotene, 
calcium,  stool  fat  excretion,  protein  excretion) 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Stool  examination  for  blood,  ova, 
parasites,  culture  and  quantitative 
fat  Review  if  Absent 

Continued 
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268. 


MALABSORPTION  DISEASES  -  Continued 


B.  Proctoscopy 

C.  Radiologic  examination  of  chest, 
abdomen  and  complete  gastrointes- 
tinal series 

D.  Evidence  of  specific  treatment  for 
specific  established  etiology 

E.  Documentation  of  positive  peroral 
small  bowel  biopsy  for  diagnosis 
of  gluten  enteropathy 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.    indications  for  discharge 


269. 

to  --3-  --zntz'.'.'jzi  jTaroarts  -.'  :ir». 


MALLET  FINGER  -  TRIGGER  FINGER*  H-ICDA 


731.4,  738.4 


ICDA-8  ICD-9-CM 
731.4,  738.3     727.03,  736.1 
755.59,  756.89 


I. 


II. 


UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1 .     Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Functional  disturbance  in  hand  performance 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  For  mallet  finger  -  loss  of  active  extension  of  DIP  joint 

2.  For  trigger  finger  -  triggering  or  snapping  on  physical 
exami  nation 

3.  Operative  report 

.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  in  mallet 

finger  Review  if  Absent 

B.  Surgical  treatment  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

INDICATIONS  FOR  DISCHARGE 
igger  finger  does  not  usually  require  admission 


~S*se  tr-tar-a  irs  'ir  icr«*rinq  :af.ent  zirs 
-■;r  ?uos*5uenT  -nvsic-an  -•view  only  ind 


270. 


MAXILLARY  DISEASE  H-ICDA  ICDA-8  ICD-9-CM 

OF  DENTAL  ORIGIN  461.0,  508.6  461.0,  508.9     461.0,  473.0,  522 


I.      UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (see  surgical  indications) 

2.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes  -  difficult  to  control)  for  which 
patient  is  under  current  medical  management 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Control  of  pain  and  apprehension  in  the  unduly  fearful 
patient  (e.g.,  patient  under  psychiatric  treatment, 
previous  attempt  made  to  treat  in  ambulatory  setting, 
non-response  to  ambulatory  management) 

2.  Historic  physical  and/or  radiologic  evidence  of  the 
presence  of  disease  or  deformity  (ies)  of  the  teeth 
or  supporting  structures 

3.  Historical  evidence  of  concomitant  systemic  disease 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Historical  evidence  indicative  of.  oral  functional 
impairment  (e.g.,  hemorrhage,  inability  to  tolerate 
prosthesis,  masticatory  problem,  speech  problem) 

2.  Pathology  report 

3.  Radiologic  evidence 

4.  Operative  report 


a. 


Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 


b. 


Post-anesthetic  airway  problem 


Continued 
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271. 


MAXILLARY  DISEASE 

OF  DENTAL  ORIGIN  -  Continued 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  the 
maxillary  sinuses  and  supporting 

dental  structure  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


These  :r-'tar>a  ar-  'sr  ser-eninq  javent  cire 
-or  suDse<3uent  jnvsicljn  --visw  only  ina 
;o  -^ot  ::nsf:t'Jte  stanaans  tin. 


r 


MAXILLOFACIAL  FRACTURES             H-ICDA  ICDA-8  ICD-9-CM 

AND  TRAUI'A  (Soft  tissue,           442.9,  721.0  442,  723.2        802.4,  802.5 

bond,  dentition)                      802.2  -  802.9  802.2  -  802.9    830,  873.4 

830.0  -  830.9  830.0  -  830.9    910.  959.0 

873.7  -  873.9  873.7  -  873.9 

900.3  910.0  -  910.9 

910.0  -  910.9  920.0  -  920.9 

920.0  -  920.9  995.3 
926.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  maxillofacial  fractures  or  trauma  with 
presence  of  emergent  conditions  (e.g.,  respiratory 
obstruction,  hemorrhage,  shock) 

2.  Scheduled  for  operation  (see  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  CDiagnosis  specific  or  general) 

a.  Airway  problem 

b.  Compromised  masticatory  function  requiring  naso- 
gastric feeding  or  intravenous  fluids 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  injury  with  findings  of  facial  trauma 

2.  Radiologic  demonstration  of  cardiopulmonary  abnormality 
(e.g.,  atelectasis,  pneumomediastinum,  if  admitted 

for  IA-1) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  facial  and/or  mandibular 
fracture(s) 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  facial 

bones  including  mandible  Review  if  Absent 

Continued 
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MAXILLOFACIAL  FRACTURES 
AND  TRAUMA  -  Continued 


B.  Radiologic  examination  of 
cervical  spine 

C.  Documentation  of  neurological 
examination 

D.  Radiologic  examination  of  the 
chest 


Review  if  Absent 
Review  if  Absent 


Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!" 

v.  indications  for  discharge 

A.     Patient  able  to  take  nutriments  orally 


^ese  :r-'!r-i  ir«  "-r  ;cr««ninq  ;af;ent  cars 
'cr  suoseouent  ::ny<ic:an  -«vTew  :niy  ind 
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MENINGITIS,  BACTERIAL,  H-ICDA  ICDA-8  ICD-9-CM 

FUNGAL,  TUBERCULOUS  013. 0,  036.0  013.0,  036.0       013,  047.9 

320.U320.4  320.U320.4         112.8,  117.9,  320. 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Suspicion  or  diagnosis  of  meningitis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  neurologic  sequelae 

b.  Hydrocephalus,  seizures,  paralysis,  mental 
impairment,  decorticate  rigidity 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Cerebrospinal  fluid  smear  and/or  culture  exam  showing 
pleocytosis 

2.  Cerebrospinal  fluid  sugar  less  than  2/3  of  simultaneous 
blood  sugar 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Cerebrospinal  fluid  count,  smear 

and/or  culture  Review  if  Absent 

B.  Blood  culture  Review  if  Absent 

C.  Antibiotic  therapy  Review  if  Absent 

D.  Pneumoencephalogram  Review  if  Present 

E.  Steroid  use  Review  if  Present 

F.  Intrathecal  therapy  Review  if  Present 

Continued 
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•or  suosMu«nT:  onysician  -svlew  only  sna 


275. 


MENINGITIS,  BACTERIAL, 

FUNGAL,  TUBERCULOUS  -  Continued 


6.     Use  of  glycerol,  Mannitol, 

urea  in  presence  of  coma  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 

instructions!  ~  

V.    indications  for  discharge 

A.     Resolution  of  symptoms  and  signs 


These  :r*tena  in  'or  scresninq  jac-ient  car" 
•or  suosMuent  inys-ician  -"visw  :nly  ma 


MENINGITIS,  MENINGOENCEPHALITIS 
IN  CHILDREN  AFTER  2  MONTHS  OF  AGE 


(In  children  and  adolescents) 


H-ICDA 
027.0,  036 
036.0  -  036.9 


045  -  045.9 
046,  075.4 
320  -  320.9 
323  -  323.2 


ICDA-8  ICD-9-CM 

027.0,  036  013.0,  036 

036.0  -  036.9  036.3,  047 

045  -  045.9  052.0,  054-3 

045,  079.2  055.0,  056.0 

320  -  320.9  062,  063,  06 

323  072.2,  072.1 


091.81,  094. 
100.81,  114. 
130.0 


I.     UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  meningoencephalitis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Subdural  effusion 

b.  Neurological  sequelae  (e.g.,  strabismus,  hydro- 
cephalus) 

c.  Persistent  infection  or  superinfection 

d.  Diffuse  intravascular  coagulation 

e.  Subdural  taps  repeated 


II.    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Elevated  white  blood  count  in  cerebrospinal  fluid 

2.  Positive  smear  and/or  bacterial  culture  of  cerebrospinal 


III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Cerebrospinal  fluid-culture,  sensitivity 


fluid 


and  smear 


Review  if  Absent 


Conti  nued 


277. 


MENINGITIS,  MENINGOENCEPHALITIS  IN 
CHILDREN  AFTER  2  MONTH  OF  AGE  -  Continued 


B.     Blood  culture  Review  if  Absent 


C.  Penicillin,  ampicillin,  or 
chloramphenicol  intravenously, 

if  bacterial  meningitis  Review  if  Absent 

D.  Daily  measurement  of  head  circum- 
ference if  less  than  12  months  of 

age  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Disease,  specific 

V.  INDICATIONS  FOR  DISCHARGE 


•cr  suDsecuent  inysican  -jviaw  :nly  jna 


MENINGITIS,  VIRAL  H-ICDA  ICDA-8  ICD-9-CM 

  047.9  045  047,  049, 

321 .2 

t 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Suspicion  or  diagnosis  of  meningitis,  viral 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  neurologic  sequelae 

b.  Hydrocephalus,  seizures,  paralysis,  mental 
impairment,  decorticate  rigidity 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Cerebrospinal  fluid  exam  showing  mononuclear  pleocytosis, 
cerebrospinal  fluid  sugar  2/3  or  more  of  the  simultaneous 
blood  sugar  and  smear  and  culture  of  cerebrospinal  fluid 
negative 

2.  Isolation  of  virus  and  4-fold  rise  in  antibody  titer 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Cerebrospinal  fluid  exams  (culture, 

cell  count,  differential,  sugar        Review  if  Absent 

B.  Pneumoencephalogram  Review  if  Present 

C.  Antibiotic  therapy  for  more  than 

48  hours  after  admission  Review  if  Present 

D.  Steroids  Review  if  Present 

E.  Intrathecal  therapy  Review  if  Present 

Continued 
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MENINGITIS,  VIRAL  -  Continued 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 

A.     Resolution  of  symptoms  and  signs 


Thtse  -r'tana  m  'ar  screwing  :af;ent  -ir* 
■'cr  suoseauent  i.iysic^an  -"visw  :nly  ma 


MOTOR  NEURON  DISEASE  .  H-ICDA  ICDA-3  ICD-9-CM 

(Includes  primary  lateral  348.0,  348.1  348.0,  348.1     335.2,  340 
sclerosis,  bulbar  amyotrophic 
lateral  sclerosis) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  To  establish  correct  diagnosis  (e.g.,  lumbar  puncture, 
radiologic  studies  of  CNS,  muscle  biopsy),  if  inapp- 
ropriate on  ambulatory  basis 

2.  Inability  to  swallow  (dysphagia) 

3.  Cardio-respiratory  failure 

4.  Acute  loss  of  functional  adaptive  capabilities 
(motor  disabi lity) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  CWORKING)  DIAGNOSIS 

1.     Neurologic  findings  and  clinical  correlation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Neurologic  findings  and  clinical  correlation 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Neurological  consultation  (if  available) , 
unless  primary  physician  is  a 

neurologist  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 
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MULTIPLE  SCLEROSIS  H-ICDA  ICDA-8  ICD-9-CM 

(Disseminated  sclerosis)  340  340  340 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Need  for  diagnostic  studies  not  available  on  ambulatory 
basis  (See  procedural  indications) 

2.  Paralysis  and/or  changes  in  mental  status  or  sensory 
changes 

3.  Urinary  symptoms  (retention,  incontinence) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Neurologic  findings  and  clinical  correlation 

B.  FINAL  DIAGNOSIS  (  PRINCIPAL) 

1.  Elevation  of  cerebrospinal  fluid  gamma  globulin 

2.  Remitting,  relapsing  clinical  course 

HI.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Cerebrospinal  fluid  analysis  Review  if  Absent 

B.  Radiologic  examination  of  central 

nervous  system  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ' 

V.  INDICATIONS  FOR  DISCHARGE 


:r-tar-3  jr«  'zr  !cr««mnq  ;a;:snt  :ar«  282. 
suose'juent  jnvsicran  -^v.^n  :nl/  sna 


MUSCULAR  DYSTROPHY  (and  other 
myopathies) 


H-ICDA 
330.3 


ICDA-8 
330.3 


ICD-9-CM 
359 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  To  establish  diagnosis  (biopsy) 

2.  Cardio-pulmonary  distress  (arrthythmia,  atelectasis, 
pneumonia) 

3.  Scheduled  for  operation 

4.  To  initiate  therapy  program 

B.  INITIAL  LOS/CONTINUED  STAY 

1 .  LOS  -  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  CDiagnosis  specific  or  general)  ' 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 
1.     Progressive  muscular  weakness 

B.  FINAL  DIAGNOSIS  CPRINCIPAL) 

1 .  Positive  biopsy 

2.  Enzyme  elevation 

3.  Positive  electromyogram 

4.  Genetic  history 

5.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Muscle  biopsy  Review  if  Absent 

B.  Enzyme  studies  Review  if  Absent 

C.  Electromyogram  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS] 

V.  INDICATIONS  FOR  DISCHARGE 


TTiese  ir'rer^a  in  -ar  ;cr»«flinq  :af:ent  tar" 
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MYASTHENIA  GRAVIS  H^ICDA       ICDA-8  ICD-9-CM 

348.2        733.0  358.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress 

2.  Severe  muscular  weakness  (e.g.,  inability  to  eat, 
walk) 

3.  Scheduled  for  operation 

4.  Scheduled  for  pharmacological  therapy  (e.g.,  steroids, 
ACTH,  immunosuppressants) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Respiratory  distress 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Neurological  findings  and  clinical  correlation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  el ectrodi agnostic  studies 

2.  Positive  Tensilon  test  or  other  pharmacologic  studies 

3.  Immunologic  studies 

HI.     QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 

chest  (thymus)  Review  if  Absent 

B.  El ectrodi agnostic  studies  Review  if  Absent 

C.  Use  of  curare  or  succinyl 

choline  Review  if  Present 

Continued 
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MYASTHENIA  GRAVIS  -  (Continued) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST" 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Respiratory  distress  improved 


MYCOSIS  FUNGOIDES  H-ICDA       ICDA-8  ICD-9-CM 
  202.1         202.1  202.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  studies  if  the  extent  of 
the  disease  precludes  ambulatory  evaluation 

2.  Scheduled  for  initiation  of  therapeutic  program  not 
considered  safe  (e.g.,  electron  beam,  therapy, 
chemotherapy)  as  ambulatory  patient 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Extended  treatment  for  extracutaneous 
manifestation  of  mycosis  fungoides 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Gross  physical  appearance 

2.  Historical  evidence  of  mycosis  fungoides  with 
ambulatory  therapeutic  failure 

3.  Contemplated  drug  therapy  which  can  safely  be 
initiated  only  in  hospital 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Physical  appearance  of  lesions  by  description  or 
photograph 

HI,      QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Biopsy  or  history  of  previous 

5-jopsy  Review  if  Absent 


Continued 


MYCOSIS  FUNGOIDES  -  (Continued) 


B.     Consultation,  staging  and 

decision  for  subsequent  manage- 
ment with  treatment  specialists 
(surgeon,  therapeutic  radiolo- 
gist, medical  oncologist)  in 
the  presence  of  presumed  or 
established  primary  or 

metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST   ~  

A.     Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.  INDICATIONS  FOR  DISCHARGE 


Th«s«  cr'tet-'a  are  'sr  scrs«fl1nij  jifient  car^ 
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MYELOMA,  MULTIPLE  H~ICDA       ICDA-8  ICD-9-CM 

203  203  203.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  established,  scheduled  for  radiotherapy 
or  chemotherapy  not  available  on  ambulatory  basis 

2.  Management  of  complications  (e.g.,  uremia,  anemia, 
pathologic  fracture,  intractable  pain) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Bone  involvement  (pathologic  fracture,  bone 
pain) 

b.  Bone  marrow  suppression 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1.     See  validation  of  diagnosis  under  criteria  set  for 
specific  complication 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Diagnostic  bone  marrow 

2.  Positive  radiologic  evidence 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Skeletal  survey  Review  if  Absent 

B.  Concomitant  prophylactic  therapy 
for  complications  of  hyperuricemia 
(in  instance  of  initial  treatment 

and/or  treatment  of  relapse)  Review  if  Absent 


Conti  nued 
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MYELOMA,  MULTIPLE  - 


(Continued) 


C.  Consultation,  staging  and 
decision  for  subsequent 
management  with  treatment 
specialists  (surgeon,  thera- 
peutic radiologist,  medical 
oncologist)  in  the  presence 
of  presumed  or  established 

primary  or  metastatic  disease  Review  if  Absent 

D.  Intravenous  pyelogram  Review  if  Present 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  for  discharge 


289, 


MYOCARDIAL  INFARCTION,  ACUTE  H-ICDA       ICDA-8  ICD-9-CM 

4T0  410  410 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  acute  myocardial  infarction 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  arrhythmias 

b.  Congestive  heart  failure  or  shock 

c.  Aneurysm,  mitral  regurgitation,  ventricular 
septal  perforation 

d.  Persistent  or  recurrent  pain  (including 
pericarditis) 

e.  Pulmonary  embolization 

f.  Cardiac  catheterization  or  surgical 
intervention  (See  surgical  indications) 

II.  VALIDATION  OF: 

A.  SYMPT0^!5,  ENTERING  (WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Electrocardiographic  evidence  of  acute  myocardial 
infarction 

2.  Elevation  in  serum  cardiac  enzymes  (creatine 
phosphokinase  (CPK),  serum  glutamic-pyruvic 
transaminase  (SGPT),  lactic  dehydrogenase  (LDH), 
etc. ) 

3.  Classical  history  and  hospital  course  (e.g.,  chest 
pain  interpreted  as  consistent  with  myocardial 
infarction) 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Monitoring  of  cardiac  rhythm  Review  if  Absent 

Continued 
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MYOCARDIAL  INFARCTION,  ACUTE  -  (Continued) 


B. 


Intravenous  infusion  line 
maintained 


Review  if  Absent 


C. 


Coronary  Care  Unit,  if 
available 


Review  if  Absent 


D. 


Serial  electrocardiograms 
and  serum  cardiac  enzymes 


Review  if  Absent 


E. 


Radiologic  examination  of 
the  chest 


Review  if  Absent 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT lONST 

A.     Documented  plan  of  rehabilitation 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Clinically  stable  and  improving 


Thasa  cr'itar-ia  ire  ^or  jcrsemng  :at:«nt  zm 
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NASAL  ACCESSORY 
SINUSES,  DISEASES 


H-ICDA 
160.2* 


ICDA-8 
160.2* 


ICD-9-CM 


212.0,  231.0 
461  ,  503,  505 
802.4 


212.0,  231.0 
461,  503,  505 
802.4 


160.9,  197.3 

231.8,  212.0 

235.9,  239.1 
461,  473 


I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure 
(e.g.,  angiogram,  radiation  therapy,  chemotherapy, 
intensive  antibiotic  therapy) 

2.  Inadequate  response  to  ambulatory  therapy 

3.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Persistent  nasal  bleeding 

2.  Nasal  and/or  facial  pain,  swelling  or  discharge 
which  has  failed  to  respond  to  usual  office 
treatment 

3.  Nasal  deformity,  with  or  without  airway  obstruction, 
or  positive  biopsy  report  of  neoplasm 

4.  Xray  abnormality 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Radiologic  evidence  of  sinus  abnormality  (e.g., 
tumor,  sinusitis,  blowout  fracture) 


a. 


Intracranial  complications  (meningitis  or 
brain  abscess) 


b. 


Acute  blindness 


Continued 


292. 


NASAL  ACCESSORY  SINUSES,  DISEASES  -  (Continued) 


2. 


Pathology  report 


3. 


Operative  report 


ni.      QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of 


B.  Radiologic  examination  of 

the  chest  Review  if  Absent 

C.  Consultation,  staging  and 
decision  for  subsequent 
management  with  treatment 
specialists  (surgeon,  thera- 
peutic radiologist,  medical 
oncologist)  in  the  presence 
of  presumed  or  established 

primary  or  metastatic  disease  Review  if  Absent 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructionIT   

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 
V.         indications  for  DISCHARGE 


the  sinuses 


Review  if  Absent 
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NAUSEA  AND  VOMITING  H-ICDA       ICDA^S  ICD-9-CM 

78  V.  2        784.1  787.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Dehydration 

2.  Failure  to  respond  to  ambulatory  therapy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Acidosis 

b.  Alkalosis 

c.  Abnormally  high  urine  gravity  after  48  hours 

d.  Abnormal  CO2  and  serum  electrolytes  after 
48  hours  of  replacement  therapy 

e.  H2O  intoxication 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Sunken  eyes,  dry  skin  and  mouth,  loss  of  skin  turgor 

B.  FINAL  DIAGNOSIS  [PRINCIPAL) 

1.     Documentation  on  chart  of  vomiting 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Documented  plan  of  action 

for  diagnostic  investigation  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ~~" 

V.  INDICATIONS  FOR  DISCHARGE 
A.     Oral  intake  adequate 


-cr  juosMuent  :rv«ic:in  -»vis»  :niv  jna 


NOSE,  DEFORMITIES  H-ICDA  ICDA-8  ICD-9-CM 

AND  INJURIES  504,  748.1  504,  748.1         740,  738.0 

802.0,  802.1  802.0,  802.1  748.0,  748.1 
873.2,  873.3       873.2,  873.3     802.0,  802.1 

873.2,  873.3 
959.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  CLocal  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Epistaxis 

b.  Septal  hematoma 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Visible  evidence  of  nasal  or  septal  deformity 

2,  Radiologic  evidence  of  fracture  or  deformity 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Operative  report 

HI.      QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Nasal  airway  examination  Review  if  Absent 

B,  Surgical  treatment  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  \   

V.  INDICATIONS  FOR  DISCHARGE 


T>es*  cr'terij  \rt  'or  scrssninq  :sfient  care 
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NOSE,  DISEASES 


H-ICDA 


ICDA-8 


ICD-9-CM 


160.0,  212.0 

231.0,  232.0 

508.7,  508.8 

784.0,  776.1 
932 


150.0,  212.0 

231.0,  232.0 

508.9,  748.0 

783.0,  932 


478.0,  478.1 
932 


195.0,  198.89 
234.8,  238.8 
239.8,  447 


r.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedure 
(e.g.,  intensive  medical  care  after  nasal  pack, 
angiography)  [See  procedural  indications) 

2.  Inadequate  response  to  ambulatory  therapy  (e.g., 
medical  management  with  antibiotics,  decongestants) 

3.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
II.       VALIDATION  OF: 

A.     SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Nasal  bleeding  or  obstruction  or  discharge  or  polyps 

2.  Nasal  deformity,  foreign  body  or  positive  microscopie 


B.     FINAL  DIAGNOSIS  (PRINCIPAL) 


1. 

Visible  or  radiologic  evidence  of  nasal  airway  mass 

or  obstruction 

2. 

Visible  evidence  of  nasal  deformity 

3. 

Nasal  hemorrhaging 

4. 

Pathology  report 

5. 

Operative  report 

tissue  exam 


Continued 
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NOSE,  DISEASES  -  (Continued) 

III.     QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 


Surgical  treatment 
(rhinoplasty,  tumor  resection) 


Review  if  Absent 


B.     Radiologic  examination  of  the 
face  and/or  nose  for  malignancy 


Review  if  Absent 


C.     Consultation,  staging  and 

decision  for  subsequent  management 
with  treatment  specialists 
(surgeon,  therapeutic  radiolo- 
gist, medical  oncologist)  in 
the  presence  of  presumed  or 
established  primary  or  metastatic 
disease  Review  if  Absent 


iv,     discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.        indications  for  DISCHARGE 


!t  -.ir« 


297. 


OCULAR  INJURY  (Perforating  wound  H-ICDA       ICDA^S  ICD-9-CM 

of  eyeball,  traumatic  hyphema,  870  870  870,  871 

traumatic  hemorrhage  into  vitreous,  921.0        921.0  921 

intraocular  or  intraorbital  foreign  930  930 
body,  open  wound  of  orbit,  perfora- 
ting wound,  or  full  thickness 
laceration  of  eyelid) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  intraocular  or  intra- 
orbital foreign  body 

2.  Diagnosis  or  suspicion  of  perforating  wound  of 
eyeball 

3.  Diagnosis  or  suspicion  of  traumatic  hyphema  or 
traumatic  hemorrhage  into  vitreous 

4.  Diagnosis  or  suspicion  of  perforating  wound  or 
full  thickness  laceration  of  eyelid 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Flat  anterior  chamber  or  wound  leak 

b.  Increased  intraocular  pressure  or  hypotony 

c.  Retinal  detachment  or  choroidal  detachment 

d.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTONS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Radiologic  demonstration  (orbital  views  only)  of 
opaque  intraocular  or  intraorbital  foreign  body 

B,  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Intraocular  foreign  body  by  ophthalmoscopy,  slit 
lamp  or  radiological  examination;  or  intraorbital 
foreign  body  by  physical,  surgical,  or  radiologic 
examination 

Continued 
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OCULAR  INJURY  -  (Continued) 

2.  Perforating  wound  of  eye  by  external  examination, 
ophthalmoscopy,  or  slit  lamp  examination 

3.  Blood  in  anterior  chamber  or  in  vitreous  by 
external  examination,  ophthalmoscopy,  or  slit  lamp 

4.  Perforating  wound  or  full  thickness  laceration  of 
eyelid  on  physical  or  surgical  examination 

III,      QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Tonometric  measurements, 

except  when  contraindicated  Review  if  Absent 

B.  Visual  acuity  without  and,  if 
available,  with  correcting  lens 
(except  under  age  5  years ) : 

gross  visual  fields  Review  if  Absent 

C.  Ophthalmoscopic  examination  Review  if  Absent 

E.     Scout  film  of  orbit  for 
foreign  body  when  history 

indicates  it  Review  if  Absent 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.      indications  for  discharge 


Ttiese  cr'tar-ia  ir«  'or  screenmq  :af!snt  cars 
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299. 


OMPHALOCELE  OR  GASTROSCHISIS 
PEDIATRIC  AGE  GROUP 


H-ICDA 

551.2 

756.8 


ICDA-8 

551.1 

758.8 


553.1 

569.89 

756.7 


ICD-9-CM 


I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Presence  of  omphalocele  or  gastroschisis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Prematurity 

b.  Intestinal  obstruction 

c.  Delayed  closure  of  abdominal  wall 

d.  Ventilatory  insufficiency 

e.  Mechanical  ventilation 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING).  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL). 

1.     Omphalocele  or  gastroschisis  on  physical  exam 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Intravenous  therapy  Review  if  Absent 

B.  Gastrointestinal  decompression 


C.     Closure  of  defect  in  abdominal 

wall  and/or  skin  Review  if  Absei 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructionTT 


(nasogastric  tube  or 
gastrostomy) 


Review  if  Absent 


Conti  nued 


These  cr'ter'a  irs  'sr  scrssmnq  :»fient  cir« 
-or  suosefluent  3nysic:an  -•viiw  :nly  ina 


OMPHALOCELE  OR  GASTROSCHISIS 
PEDIATRIC  AGE  GROUP  -  (Continued) 

V.         INDICATIONS  FOR  DISCHARGE 

A.  Trend  toward  weight  gain 

B.  Tolerating  diet 


301. 


ORAL  AND  MAXILLOFACIAL  CYSTS       H-ICDA  ICDA-8  ICD-9-CM 

(bones  and  soft  tissues)  526.0  526.0-526.2  526.0-526.2 

526.2  527.5  527.6 

527.6  528.4  528.4 
528.4 

I,  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  that  cannot  be  done  in  an 
ambulatory  facility  (See  surgical  indications) 

2.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes-difficult  to  control)  for  which 
patierrt  is  under  current  medical  management 

3.  Control  of  pain  and  apprehension  in  the  unduly 
fearful  patient  (e.g.,  patient  under  psychiatric 
treatment,  previous  attempt  made  to  treat  in 
ambulatory  setting,  non-response  to  ambulatory 
management). 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  [Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Airway  problem  (e.g.,  physical  observation) 

b.  Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Historic,  physical  and/or  radiologic  evidence  of 
the  presence  of  disease  or  deformi ty(ies)  of  the 
teeth  or  supporting  structures 

2.  Historical  evidence  of  concomitant  systemic  disease 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Historical  evidence  indicative  of  oral  functional 
impairment  (e.g.,  hemorrhage,  inability  to  tolerate 
prosthesis,  masticatory  problem,  speech  problem) 

2.  Pathology  report 

Continued 
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ORAL  AND  MAXILLOFACIAL  CYSTS  -  (Continued).  •  • 

3.  Radiologic  evidence 

4.  Operative  report 

ni.      QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pathology  report  Review  if  Absent 

B.  Radiologic  examination  when 

cyst  involves  bone  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT I ONST  '  " 

V.  INDICATIONS  FOR  DISCHARGE 


Thtse  critsr'a  ir«  'sr  scrseninq  ratlent  cars 
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ORAL  AND  MAXILLOFACIAL  H-ICDA  ICDA-8  ICD-9-CM 

DEFORMITIES  (congenital .  524.0-524.2  524.0-524.2  524,  744.4 

developmental  and  524.5,  526.9  524.5,  526.9  744.8,  744.9 

acquired)  743.4,  743.8  745.4,  745.8  749 

743.9  745.9  750.0-750.2 

749.0-749.2  749.0-749.2 

750.0-750.2  750.0,  750.8 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Scheduled  for  operation  that  cannot  be  performed  in 
an  ambulatory  setting  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Airway  problems  (e.g.,  physical  observation) 

b.  Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Documentation  of  the  deformity  with  physical  and 
radiologic  data  (e.g.,  cephalometric  analysis, 
study  models,  photographs) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Historical  evidence  indicative  of  oral  functional 
impairment  (e.g.,  inability  to  tolerate  prosthesis, 
masticatory  problem,  speech  problem) 

2.  Radiologic  evidence 

3.  Orthognatic  records  for  skeletal  deformities 
(cephalometric  analysis,  study  models) 

4.  Photographs 

5.  Operative  report 


Continued 
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304. 


ORAL  AND  MAXILLOFACIAL  DEFORMITIES  -  (Continued) 

ni.      QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A. 


Radiologic  documentation  of 
maxillofacial  deformities 
(except  clefts) 


B.     Orthognathic  records 
(developmental ) 

1.  Cephalometric  analysis 

2.  Study  models 

3.  Photographs 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 
Review  if  Absent 


IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   

V.  INDICATIONS  FOR  DISCHARGE 

A.     Patient  able  to  take  nutriments  orally 


305. 


ORAL  AND  MAXILLOFACIAL 
INFECTIONS  AND  INFLAMMA- 
TIONS 


H-ICDA 

ICDA-8 

ICD-9-CM 

101,  112.1 

101 

101,  112.0 

113-115 

112- 

■115 

523,  526.4 

116.1-116.9 

116. 

0-116.9 

526.5 

117.5,  287.9 

287. 

9,  523 

527.2,  527.3 

523,  526.4 

526. 

4,  526.5 

527.9 

526.5 

527 

2-527.5 

528.0-528.3 

527.2-527.5 

527 

7,  527.9 

528.5,  528.9 

527.7,  527.9 

528. 

0-528.3 

529.9 

528.0-528.3 

585 

5,  528.9 

528.5,  528.9 

682 

0 

682.0,  777.1 

I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes-difficult  to  control)  for  which 
patient  is  under  current  medical  management 

3.  Control  of  pain  and  apprehension  in  the  unduly 
fearful  patient  (e.g.,  patient  under  psychiatric 
treatment,  previous  attempt  made  to  treat  in 
ambulatory  setting,  non-response  to  ambulatory 
management) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Airv/ay  problem 

b.  Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 

II.       VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Historical  evidence  of  concomitant  systemic  disease 
(laboratory  data,  physical  findings  appropriate  to 
the  diagnosis  of  specific  concomitant  disease) 

2.  Therapeutic  procedure  requiring  hospitalization 
(e.g.,  intravenous  antibiotics) 

3.  Periodontal  surgery  or  therapy,  exodontia 

Continued 
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ORAL  AND  MAXILLOFACIAL  INFECTIONS  AND  INFLAMMATIONS  -  (Continued) 
B.      FINAL  DIAGNOSIS  (PRINCIPAL). 

1.  Historical  evidence  of  oral  functional  impairment 
(e.g.,  hemorrhage,  inability  to  tolerate  prosthesis, 
masticatory  problem,  speech  problem,  infection  or 
infl ammation) 

2.  Pathology  report 

3.  Radiologic  evidence 

4.  Culture  and  sensitivity  report 

5.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Culture  and  sensitivity 
studies  (in  cases  of 

infectionsl  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

V.  INDICATIONS  FOR  DISCHARGE 


These  tr'^tar'a  ire  '^r  3C?^«flinq  jafient  cjr* 
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ORAL  AND  MAXILLOFACIAL        H-ICDA  ICDA-8  ICD-9-CM 

NEOPLASMS,  BENIGN  AND  210.0,  210.1  210.0,  210.1  210.0-210.4 

MALIGNANT  210.3,  210.4  210.3,  210.4  213.1,  214.0 

  213.0-213.9  213.0-213.9  215.0-216.0 

214.0,  215  214.0,  215  216.3,  526.9 

528.6-528.8  528.6-528.8  528.4,  528.6 

529.7,  777.2  529.7  528.8 


I.        UTILIZATION  REVIEW 


A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  that  cannot  be  performed  in 
an  ambulatory  setting  (See  surgical  indications) 

2.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes-difficult  to  control)  for  which 
patient  is  under  current  medical  management 

3.  Treatment  modality  requires  hospitalization  (e.g., 
chemotherapy,  special  radiotherapy,  special 
cryotherapy). 

4.  Control  of  pain  and  apprehension  in  the  unduly  fearful 
patient  (e.g.,  patient  under  psychiatric  treatment, 
previous  attempt  made  to  treat  in  outpatient  setting, 
non-response  to  ambulatory  management) 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Airway  problem 

» 

b.  Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 


II.       VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Historical  evidence  of  concomitant  systemic  disease 
(laboratory  data,  physical  findings  appropriate  to 
the  diagnosis  of  specific  concomitant  disease) 


2.  Biopsy  of  suspected  lesion 

3.  Surgical  excision  of  neoplasm 

Continued 
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ORAL  AND  MAXILLOFACIAL  NEOPLASMS, 
BENIGN  AND  MALIGNANT  -  (Continued) 


B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  'Historical  evidence  indicative  of  oral  functional 
impairment  (e.g.,  hemorrhage,  inability  to  tolerate 
prosthesis,  masticatory  problem,  speech  problem) 

2.  Pathology  report 

3.  Radiologic  evidence  * 

4.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Consultation,  staging  and 
decision  for  subsequent 
management  with  treatment 
specialists  (surgeon,  thera- 
peutic radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 

B.  Radiologic  evaluation  of  the 

involved  bone  or  bones  Review  if  Absent 

C.  Pathology  report  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTION?  ~ 

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 

V.  INDICATIONS  FOR  DISCHARGE 


ORAL  TISSUES,  ATROPHIC  AND  H-ICDA  ICDA-8  ICD-9-CM 

HYPERTROPHIC  CONDITIONS  525.1  525.1  523.8,  525.2 

(Exostoses,  soft  tissue  hyper-  525.9  525.9  525.8,  528.7 

^         plasias,  abnomal  soft  tissue  529.9  529.9  528.9,  529.8 

attachments,  alveolar  ridge  11^ -.r 

abnonnalities)  750.0,  750.15 

I.        UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  that  cannot  be  done  in  an 
ambulatory  setting 

2.  Concomitant  systemic  disease  (e.g.,  cardiovascular 
disease,  diabetes-difficult  to  control)  for  which 
patient  is  under  current  medical  management 

3.  Control  of  pain  and  apprehension  in  the  unduly 
fearful  patient  (e.g.,  patient  under  psychiatric 
treatment,  previous  attempt  made  to  treat  in  out- 
patient setting,  non^response  to  outpatient 
management) 

B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  [Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

^  a.     Airway  problem  (e.g.,  physical  observation) 

b.     Compromised  masticatory  function  requiring 
nasogastric  feeding  or  intravenous  fluids 

II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Historic,  physical  and/or  radiologic  evidence  of 
the  presence  of  disease  or  deformi ty(ies)  of  the 
teeth  or  supporting  structures  ^ 

2.  Historical  evidence  of  concomitant  systemic  disease 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1       Historical  evidence  of  oral  functional  impairment 

(e.g.,  inability  to  tolerate  prosthesis,  masticatory 
problem,  speech  problem) 

Continued 
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ORAL  TISSUES,  ATROPHIC  AND  HYPERTROPHIC  CONDITIONS  ^  (Continued) 

2.  Pathology  report 

3.  Radiologic  evidence 

4.  Photographs 

5.  Operative  report 

ni.     QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of 

abnormal  osseous  structures  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  '   

V.  INDICATIONS  FOR  DISCHARGE 
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OSTEOARTHRITIS  OF  CERVICAL  SPINE,  H-ICDA  ICDA-8  ICD-9-CM 

SPONDYLOSIS,  CERVICAL  (with  spinal  349.6  349.5  336.9 

cord  compression  (myelopathy)  or  728.3  728.3  721.0 

radicular  syndrome  of  upper  limbs)  728.4  728.4  721.1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.      Scheduled  for  operation  or  myelogram  (See  surgical 
and/or  procedural  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  with  positive  myelogram 

2.  EMG  report 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
For  Acute  Admissions: 

A.  Radiologic  examination  of 

cervical  spine         "  Review  if  Absent 

B.  Postoperative  radiologic 

examination  Review  if  Absent 

C.  Documentation  of  neurological 

examination  Review  If  Absent 

D.  Surgery  without  documented  prior 
ambulatory  management  trial  of 
traction  therapy  with  and  without 

neurological  dysfunction  Review  If  Present 

E.  Surgery  without  myelogram  Review  if  Present 

Continued 
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OSTEOARTHRITIS  OF  CERVICAL  SPINE, 
SPONDYLOSIS,  CERVICAL  -  (Continued) 

For  Rehabilitation  Admissions  or  Extensions: 

F.     Physical  therapy  and/or 

occupational  therapy  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   ' — — 

A.     To  ECF  or  rehabilitation  center,  when  available,  if 
residual  neurological  deficit  prevents  home  care 

V.  INDICATIONS  FOR  DISCHARGE 


OSTEOMYELITIS  H-ICDA        ICDA-8  ICD-9-CM' 
  m  72Q~  730 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  susoicion  of  acute  osteomyelitis 

2.  Acute  exacerbation  of  chronic  osteomyelitis 

3.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Loca-1  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Surgical  intervention  of  osteomyelitis 

b.  Secondary  bacterial  complications 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Bone  pain,  fever  or  draining  sinuses 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  bone  culture 

2.  Positive  blood  culture  and  radiologic  evidence  and/or 
nuclear  imaging  indicating  bone  involvement 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Blood  culture  in  acute 

osteomyelitis  Review  if  Absent 

B.  Radiologic  examination  of 

involved  area  Review  if  Absent 

C.  Administration  of  appropriate 
antibiotic  as  per  culture  and 

sensitivity  report  Review  if  Absent 

Continued 


OSTEOMYELITIS  -  (Continued) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

V.  INDICATIONS  FOR  DISCHARGE 


TTiese  jr'teria  ir«  far  icrswinq  jat-lent  zin 
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OTITIS  MEDIA,  ACUTE,  IN  CHILDREN  H-ICDA       ICDA-8  ICD-9-CM 

AND  ADOLESCENTS  381.0        381.1  381.1 

381.9        381.9  381.4 

382.0 
382.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Failure  of  therapy  for  at  least  24  hours  to  relieve 
severe  ear  pain 

2.  Facial  nerve  paralysis  or  meningismus 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Documentation  of  I. A.,  1  and  2 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Bulging  or  abnormal  tympanic  membrane,  or 

2.  Otorrhea 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPUETIC  SERVICES 

A.  Culture  of  any  fluid  obtained 

at  myringotomy  Review  if  Absent 

B.  Antimicrobial  therapy  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST  ~" 

A.     Plan  for  follow-up,  including  continuing  antimicrobial 
therapy  for  a  minimum  total  of  5  days 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Resolution  of  I. A.,  1  and  2 


These  cr'ter'a  irt        scrsemnq  :at-ent  :ir! 
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316. 


OTITIS  MEDIA,  CHRONIC,  IN 
CHILDREN  AND  ADOLESCENTS 


H-ICDA 
381 .3 


ICDA-8 
381 .1 


ICD-9-CM 
381 .1-381 .4 
382.9 


II. 
III. 


IV. 
V. 


UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Suspicion  of  underlying  disease  with  one  of  the 
following: 

a.      Ear  discharge  for  more  than  one  week  despite 
antimicrobial  therapy  for  one  week 

2.  Scheduled  for  operation  (myringotomy  with  or  without 
instillation  of  tubes)  (See  surgical  indications) 

3.  Facial  nerve  paralysis  or  meningismus 

4.  Persistent  otitis  media  with  toxic  manifestation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  I. A,  1,  2,  3  and  4 

2.  Operative  report 

QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documented  radiologic 
examination  of  mastoid  and 
paranasal  sinuses  either  as 

inpatient  or  outpatient  Review  if  Absent 

B.  Culture  in  presence  of 

otorrhea  or  performation  Review  if  Absent 

C.  Antimocrobial  therapy  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PAT I ENT 
INSTRUCTIONS!  ~  

INDICATIONS  FOR  DISCHARGE  ,     .  ' 

A.      Resolution  of  I. A, 1,2, 3  and  4 


'"■ese  :r-t»r-i  ir«  ■■;r  -,c-««!iTnq  jat^ent  :3r« 
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317. 


OVARIAN  TUMOR,  (CYSTIC  OR 
SOLID,  BENIGN  OR  MALIGNANT) 


H-ICDA 

183.0 

198.9 

220.9 

235 


ICDA-8 

183.0 

198.9 

220.9 

235 


183.0,  183.8 

183.9,  198.6 

223.3,  220 

236.2,  239.5 


ICD-9-CM 


I.         UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Presence  of  adnexal  mass  with  or  without  pain 
increasing  in  size  or  over  5.0  cm  in  diameter 

2.  Solid  adnexal  mass  unilateral 

3.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Initiation  of  chemotherapy  or  radiotherapy  for 
malignancy;  complications  (i.e.,  leukopenia, 
thrombocytopenia,  proctitis,  cystitis  or 
fistula) 

b.  Operation 


II.       VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Any  solid  ovarian  enoplasm 

2.  Any  pre-menarcheal  or  post-menopausal  ovarian  cyst 

3.  Any  ovarian  cyst  5.0  cm.  in  diameter  or  greater 

4.  Any  ovarian  cyst  persisting  for  three  months  or 


B.     FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

3.  Ultrasonographic  demonstration  of  cystic  or  solid 


longer 


pelvic  tumor 


Continued 


OVARIAN  TUMOR,  (CYSTIC  OR 

SOLID,  BENIGN  OR  MALIGNANT)  -  (Continued) 

HI.      QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 


V. 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


A.  Description  of  findings  on 
pelvic  examination 

B.  Radiologic  examination  of  chest, 
and  intravenous  pyelogram  if 
neoplastic  ovarian  tumor 
suspected 

C.  Surgical  exploration 

D.  Pre-treatment  consultation, 
staging  and  treatment  planning 
with  treatment  specialists 
(gynecologist,  therapeutic 
radiologist,  medical  oncologist) 
in  the  presence  of  presumed  or 
established  primary  or  meta- 
static disease 

E.  Pap  test  within  12  months 

prior  to  admission  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.  Arrangement  for  adjuvant  or  additional  therapy  completed 
INDICATIONS  FOR  DISCHARGE 


Review  if  Absent 


ThBse  :r*ter^a  sr?  'ar  3cr~m  nq  :af;ent  cjr" 
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PANCREATITIS,  ACUTE 


H-ICDA 
577.0 


ICDA-8 
577.0 


ICD-9-CM 
577.0 


I.        UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Pseudocyst  or  pancreatic  abscess 

c.  Pancreatic  ascites 

d.  Pleural  effusion 

e.  Diabetes 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  appropriate 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Significant  elevation  of  pancreatic  enzymes  with 
documentation  of  positive  findings  (e.g.,  fat 
necrosis) 

2.  Operative  report 

3.  Significant  elevation  of  urine  amylase 

4.  Elevated  amylase  in  peritoneal  exudate 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pancreatic  enzymes  Review  if  Absent 

B.  Serum  electrolytes  including 


1.     Severe  upper  abdominal  pain  suggestive  of  acute 
pancreati tis 


calcium,  glucose 


Review  if  Absent 


Continued 
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PANCREATITIS,  ACUTE  -  (Continued) 

C.  Radiologic  examination  of 

chest  and  abdomen  Review  if  Absent 

D.  Ultrasonography  when 

available  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

A.     Documented  plan  for  follow-up  including: 

1.  Subsequent  evaluation  of  biliary  tree 

2.  Attention  to  diabetes,  alcoholism  and  drug 
addiction 

V.  INDICATIONS  FOR  DISCHARGE 


■zr  lucsacuer^  :nv^^c*3n  -•view  ;ni/  md 


PANCREATITIS,  CHRONIC 


H-ICDA 
577.1-577.9 


ICDA-8 
577.1-577.9 


ICD-9-CM 
577.1,  577.2 
577.8,  577.9 


A. 


B. 


IZATION  REVIEW 

NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Recurrent,  persistent  abdominal  pain  in  patient 
with  chronic  pancreatitis 

2.  Diagnosis  or  suspicion  of  pseudocyst 
INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Electrolyte  abnormalities  or  diabetes 

c.  Steatorrhea 

d.  Azotemia 

e.  Rupture  of  pseudocysts  or  abscesses 
DATION  OF: 

SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.      See  I. A. 

FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Moderately  elevated  pancreatic  enzymes  in  blood, 
urine  or  serous  cavities 

2.  Radiologic  evidence  of  pancreatitis,  (e.g.,  calci- 
fication of  pancreas,  displacement  of  stomach  and/or 
duodenum  or  colon,  and  edema  of  duodenal  mucosa 

3.  Ultrasound,  computerized  axial  tomography  scan,  or 
if  available,  endoscopic  retrograde  rediologic 
canalization  of  the  pancreatic  duct  (ERCP) 

4.  Operative  report 


Continued 
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PANCREATITIS,  CHRONIC  -  (Continued) 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPUETIC  SERVICES 

A.  Serial  pancreatic  enzymes  Review  if  Absent 

B.  Intravenous  fluids,  electrolytes, 
nasogastric  suction  with 
persistent  vomiting 

C.  Radiologic  examination  of 
chest,  abdomen,  and  complete 
gastrointestinal  series 

D.  Ultrasound,  computerized  axial 
tomography  scan,  or  endoscopic 
retrograde  radiologic  canaliza- 
tion, of  the  pancreatic  duct 

(ERCP)  if  available  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


Review  if  Absent 


Review  if  Absent 


These  cr'tena  irs  'ar  3cr«emnq  :af:snt  care 
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PARKINSON'S  DISEASE  H-ICDA        ICDA-8  ICD-9-CM 

342  342  332 

I.  UTILIZATION  REVIEW  ' 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  loss  of  functional  adaptive  capabilities 
(e.g.,  walking,  feeding,  self-care) 

2.  Adverse  drug  reaction 

3.  Mental  disorder  (e.g.,  confusion,  psychosis, 
depression) 

4.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Neurological  findings  and  clinical  correlation 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurological  findings  and  clinical  correlation 

2.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Complete  neurologic  exam  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr-ter-a  irt  '^r  scrsetnnq  jjfient  :ir» 
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PELVIC  INFLAMMATORY  DISEASE, 
ACUTE 


H-ICDA 
616.9 


ICDA-8 
616.0 


ICD-9-CM 
514 


I.         UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS,  WORKING  DIAGNOSIS 

1.  Suspicion  of  pelvic  abscess  or  mass;  peritonitis  or 
cellulitis  with  abdominal  or  pelvic  pain,  fever, 
tenderness,  dyspareunia,  nausea  and  vomiting 

2.  Failure  to  respond  to  ambulatory  treatment 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Positive  blood  culture 

2.  Antibiotic  treatment  within  one  week  of  admission 
and  with  fever  over  38  deg  C  or  100.4  deg  F  for 
three  days,  or  with  no  improvement  in  symptoms 

3.  Abdominal  examination  reveals  rebound  tenderness 
and  absent  or  decreased  peristalsis,  generalized,  or 
over  lower  abdome;  pelvic  and/or  rectal  examination 
reveals  inflammatory  process  of  the  pelvic  organs 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  examination  of  abdomen  demonstrating  an 
intestinal  obstruction  and/or  paralytic  ileus  or 
ultrasonographic  demonstration  of  abscess,  free 
fluid  or  hydrosalpinx 

2.  Operative  report 

3.  Pathology  report 


a. 


Operation 


Continued 


PELVIC  INFLAMMATORY  DISEASE,  ACUTE  -  (Continued) 

III.     QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Cervicovaginal  cytologic 
report  within  the  12  months 
prior  to  admission 

B.  Culture  of  endocervix 

C.  Serologic  test  for  syphilis 

D.  Antibiotics 

E.  Radiologic  or  ultrasound 
examination  of  pelvis  prior 
to  surgery 

F.  Operation  demonstrating 
appendicitis  or  ectopic 

pregnancy  or  diverticulitis  Review  if  Present 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


Review  if  Absent 

Review  if  Absent 

Review  if  Absent 

Review  if  Absent 

Review  if  Absent 


-'or  suoseouent  i^iv^TCian  --vie*  only  ind 
-3  -ot  :an5t:fjca  s:inaar:s  it  :2r«. 


)  ' 


•I 


PELVIC  PAIN  H-ICDA       ICDA-8  ICD-9-CM 

(Etiology  unknown)  785.2        786.7  525 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Disabling  pelvic  and/or  abdominal  pain  which  has 
failed  to  respond  to  ambulatory  therapy 

2.  Preadmission  second  opinion  is  strongly  recommended 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  pelvic  pain  regarding  frequency,  duration, 
associated  disability,  relation  (if  any)  to  menses, 
and  previous  therapy 

2.  Persistent  or  recurring  pelvic  pain,  incompatible 
with  normal  activities 

3.  Nonpsychogenic  sexual  dysfunction  due  to  pain 

4.  Documentation  of  second  opinion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pelvic  endoscopy  and/or  pelvic 
ultrasound  and/or  laparotomy; 
radiologic  examination  of 
lumbosacral  spine,  pelvis 

and  lower  gastrointestinal 

series  prior  to  laparotomy  Review  if  Absent 

B.  Second  opinion  Review  if  Absent 

Continued 
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PELVIC  PAIN  -  (Continued) 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions!  ~ 

v.  -     indications  for  discharge 


328 

These  :r'tar^a  ar»  -'jr  >creeninq  :af:ent  zin  ■  ■  Jto. 
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PELVIC  RELAXATION  (Includes  uterine  H-ICDA  ICDA-8  ICD-9-CM 

prolapse,  procidentia,  enterocele,  623.0  623.0  618 

cystocele,  rectocele,  uterine  623.1  623.1 

descensus)  623.3  623.3 


623.4  623.4 


UTILIZATION  REVIEW 


A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Strongly  recommended  second  opinion 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pelvic  findings  of  uterine  descensus,  cystocele, 
rectocele,  enterocele  and/or  stress  urinary 
incontinence 

2.  Pelvic  pressure  symptoms  causing  patient  discomfort 
and  one  of  the  following: 

a.  Protrusion  of  the  vagina  or  uterus  interfering 
with  usual  patient  activity 

b.  Urinary  tract  problems  (e.g.,  stress  urinary 
incontinence,  incomplete  bladder  emptying 
and  recurrent  cystitis) 

c.  Sexual  dysfunction  associated  with  vaginal 
relaxation,  dyspareunia,  or  inadequate  sexual 
response 

d.  Bowel  problems  (e.g.,  mechanical  difficulties 
in  evacuation  of  rectocele) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

Conti  nued 


PELVIC  RELAXATION  -  (Continued) 

III.     QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


Review  if  Absent 


Review  if  Absent 


A.  Cervicovaginal  cytologic 
(report  within  12  months 
prior  to  admission 

B.  Surgical  repair  of  the  designated 
pelvic  relaxation 

C.  Intravenous  pyelogram  with 
post-voiding  views  of  urinary 
bladder  prior  to  anterior 

repair  Review  if  Absent 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.         indications  FOR  DISCHARGE 
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330. 


PERICARDIAL  DISEASE 


H-ICDA 
393 

420.0-420.2 
423.0-423.9 


ICDA-8 


ICD-9-CM 
393,  420 
423 


393 
420 
423 


I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  acute  pericarditis 

2.  Diagnosis  or  suspicion  of  pericardial  tamponade 

3.  Scheduled  for  invasive  diagnostic  procedure, 
peri  cardi  ocentesi  s 

4.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.     LOS  —  (Local  option  -  LOS  Checkpoint) 

2*.     Extension  infonnation  (Diagnosis  specific  or  general) 


a.  Persistent  pain 

b.  Pericardial  tamponade 

c.  Persistent  pericardial  effusion 

d.  Identification  of  specific  etiologic  agent 
or  disease  requiring  in-patient  diagnosis  or 
therapy  (e.g.,  tuberculosis,  tumor) 

e.  Constrictive  pericarditis 


II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Cardiac  tamponade 

2.  Constrictive  pericarditis 

3.  Presence  of  pericardial  fluid 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Pericardial  friction  rub 


Continued 
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PERICARDIAL  DISEASE  -  (Continued) 

2.  Echocardiographic  confirmation  of  pericardial 
effusion 

3.  Radiologic  or  nuclear  imaging  confirmation  of 
pericardial  effusion 

4.  Confirmation  of  pericarditis  or  pericardial 
effusion  by  pericardiocentesis  or  surgery 

5.  Compatible  electrocardiographic  evidence 

III.  QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Electrocardiogram  Review  if  Absent 

B.  Radiologic  examination  of 

the  chest  Review  if  Absent 

C.  Echocardiogram  if  available  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST  .    .  [ 

V.  INDICATIONS  FOR  DISCHARGE 

A.     No  hemodynamic  impairment  (absence  of  venous  hypertension, 
systemic  hypotension) 


Theit  ir'tsna  jrs  'ar  3cr««nina  2afien«  car* 
•'or  suos«u«nt  inysicijn  -"view  :nly  jna 


PERIPHERAL  ARTERIAL  OCCLUSIVE 
DISEASE,  LOWER  EXTREMITY,  CHRONIC 


H-ICDA 

440.2 

444.4 

445.0 

445.9 


ICDA-8 

440.2 

444.4 

445.0 

445.9 


443.9 

444.22 

447.1 


ICD-9-CM 


A. 


B. 


■IZATION  REVIEW 
NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Ischemic  pain  at  rest 

2.  Impending  or  overt  gangrene,  infection  or  ulceration 

3.  Scheduled  for  operation  (See  surgical  indications) 

4.  Scheduled  for  arteriography  (See  procedural 
indications) 

5.  Incapacitating  claudication 
INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Venous  thrombosis  and/or  pulmonary  embolus 

b.  Arterial  embolus  or  thrombosis,  graft 
occlusion,  peripheral  gangrene,  post-operative 
hemorrhage,  cardiac  arrhythmia,  myocardial 
infarction,  heart  or  renal  failure 

c.  Gangrene  or  rest  pain 

d.  Persistent  edema  or  ulceration 

e.  Operation 
IDATION  OF: 

SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  of  decreased  lower  extremity  exercise 
tolerance 

2.  Skin  changes  or  absent  pulses  or  dependent  rubor 
or  pallor  on  elevation  of  extremity 


Conti  nued 


PERIPHERAL  ARTERIAL  OCCLUSIVE  v  , 

DISEASE,  LOWER  EXTREMITY,  CHRONIC  -  (Continued) 

3.  Absence  or  reduction  in  intensity  of  popliteal  or 
pedal  pulses 

4.  Diminished  pulses  or  arterial  bruits  with  associated 
aneurysmal  or  occlusive  disease 

B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report  of  excised  tissue,  (e.g.,  thrombus, 
artheroma) 

2.  Operative  description  of  occlusive  disease 

3.  Arteriographic  findings  of  occlusive  disease 

4.  Absence  or  reduction  in  intensity  of  popliteal 
or  pedal  pulses 

5.  Non-invasive  evidence  of  peripheral  vascular  disease 
(e.g.,  Doppler,  leg  pressure) 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Lab  tests:    Blood  chemical 

profile  Review  if  Absent 

B.  Radiologic  examination  of 

the  chest  Review  if  Absent 

C.  Electrocardiogram  Review  if  Absent 

D.  Arteriography        .  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


•■^r  iuosecuent  ■:.nv?ic':in  -^vi?w  ;nl/  ma  00*+. 


PERIPHERAL  EDEMA 


H-ICDA 
775.6 


ICDA-8 
782.6 


ICD-9-CM 
782.3 


11. 


III. 


IV. 
V. 


UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Severe  edema  for  diagnostic  investigation  not 
available  in  ambulatory  setting 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     10%  weight  gain  and  peripheral  pitting 

B.  FfNAL  DIAGNOSIS  (PRINCIPAL) 

1.     Documentation  on  chart  of  weight  gain  and  edema 
QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documented  plan  of  action  for 
diagnostic  investigation  to 
include  evaluation  of  liver, 
renal  and  cardiovascular 

function  Review  if  Absent 

B.  Daily  weights  Review  if  Absent 

C.  Radiologic  examination  of  the 

chest  Review  if  Absent 

discharge  planning  (including  level  of  care  and  patient 
instructions!  ~~~  ~ 

indications  for  discharge 

A.     Diagnosis  established  or  undiagnosed  and  ambulatory  follow 
up  plan 


nies«  crlter-a  irs  -or  scrwinq  parent  urs 
-or  lunsaouent  3ny5lc-an  -•view  inly  in<J 
M  raz  isnsfit-JC*  standams  of  zir*. 


PHARYNX,  TONSILS  AND        ■         H-ICDA  ICDA-8  ICD-9-CM 

ADENOIDS,  DISEASES  146-149*  146-149*  146 

210.5-210.9       210.5-210.9  147.1-147.3 
239.0,  462        239.0,  462        147.8,  149 
463,  500  463,  500  198.89 

501,  508.5  501,  508.4  210.5-210.9 
508.9,  933        508.9,  933  230.0 

239.0 
462,  463 
472.1,  474 
475,  478.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Scheduled  for  diagnostic  or  therapeutic  procedures 
under  general  anesthesia  (e.g.,  biopsy) 

3.  Inadequate  response  to  ambulatory  therapy 

4.  Evidence  of  pharyngeal  tumor 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  sepsis 

b.  Discovery  of  disseminated  malignancy 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Recurrent  otitis  media,  suppurative,  nonsuppurative, 
and  recurring  episodes  of  conductive  hearing  loss, 
evidence  of  cervical  node  enlargement 

2.  Recurrent  attacks  of  adenotonsil litis,  with  or 
without  cervical  adenitis,  or  upper  respiratory 
obstruction  associated  with  enlarged  adenoids  and/or 
tonsi 1 s 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Evidence  of  large  or  acutely  infected  tonsils  and 
adenoids  on  physical  examination 

Continued 


Tliese  cr-tsrM  irs  I'ar  >cr«emnq  :at-ent  :jr«  336. 
•"or  sucsMuent  rny^ician  -•view  :nly  jna 
:q  -01:  :3n5*:t'jca  >;3naar:s  :f  ur-. 


PHARYNX,  TONSILS  AND  ADENOIDS,  DISEASES  -  CContinued) 

2.  Evidence  of  otitis  media 

3.  Evidence  of  pharyngeal  tumor  with  pathologic 
confirmation 

4.  Pathology  report 

5.  Operative  report 

III.      QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 


A.  Family  and  personal  bleeding 
history 

B.  Radiologic  examination  of 
chest  if  malignancy  present 

C.  Consultation,  staging  and 
treatment  planning  with 
specialists  (surgeon,  radiation 
therapist,  medical  oncologist) 
in  the  presence  of  presumed  or 
established  primary  or  meta- 
static disease 


Review  if  Absent 
Review  if  Absent 


Review  if  Absent 


DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 


INDICATIONS  FOR  DISCHARGE 


337. 

".r  iuosecLen':  ;rv5-c:in  -•vi"«  :ni/  '.ra 


J 


PNEUMONIA,  ADULT  (Includes  H-ICDA        I CPA -8  ICD-9-CM 

bacterial ,  viral ,  mycoplasmal ,  480-486      480-486  480-486 
rickettsial,  fungal,  protozoan,  487.0,  495 

(pneumocystitis),  chemical  or 
physical,  hypersensitivity) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress  and/or  severe  chest  pain 

2.  Suspicion  of  acute  aspiration 

3.  Hypotension,  delirium,  stupor 

4.  Presence  of  chronic  lung  disease,  alcoholism  or 
insulin  dependent  diabetes 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Atelectasis 

b.  Empyema 

c.  Pleural  effusion 

d.  Persistent  fever  (possible  presence  of 
septicemia,  lung  abscess,  or  continued 
pneumonia) 

e.  Respiratory  failure 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Labored  breathing  or  rapid  respiratory  rate  or 
respiratory  failure  as  defined  by  significant  hypoxia 
or  hypercapnea 

2.  Persistent  fever  or  increasing  infiltrate  on  radio- 
logic examination  of  chest 

3.  History  of  vomiting  or  unconsciousness 

Continued 


338. 

-T  -,uos»<iuent  :nv?ic-:in  --view  :niy  ina 


PNEUMONIA,  ADULT  -  (Continued) 

4.  Blood  pressure  less  than  100/70  mm  Hg  or  evidence 
of  altered  state  of  consciousness  or  evidence  of 
hyperpyrexia 

5.  Documentation  of  evidence  of  chronic  pulmonary 
di  sease 

B.     FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Radiologic  evidence 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 

the  chest  Review  if  Absent 

B.  Smear  and  culture  of  sputum 

and/or  bronchial  secretions  Review  if  Absent 

C.  Culture  and  sensitivity  studies 

with  antibiotic  therapy  Review  if  Absent 

D.  Antibiotic  therapy  in  absence 
of  evidence  of  appropriate 

bacterial  investigation  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ' 

A.     Documented  plan  of  follow-up  including  radiologic 

examination  of  chest  to  demonstrate  ultimate  resolution 

V.  INDICATIONS  FOR  DISCHARGE 


These  :r-ter"a  jr?  "zr  screeninq  :af:ent  iin 
-"or  suoseauent  3rvsic:an  -•view  ;niy  tna 
:o  -^oc  :3r5f!rjte  i-anoaris  -ir». 


PNEUMONITIS  IN  CHILDREN 


H-ICDA 
480-486 


ICDA^S 
480-486 


ICD-9-CM 
480-486 
487.0,  495 


I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress  (e.g.,  cyanosis,  tachycardia, 
dyspnea,  grunting,  chest  retractions) 

2.  Need  for  parenteral  medication 

3.  Age  less  than  3  months 

4.  Presence  of  congenital  heart  disease,  cystic 
fibrosis  or  leukemia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Atelectasis 

b.  Pleural  effusion 

c.  Empyema/1 ung  abscess 

d.  Persistent  fever  despite  antibacterial 
treatment 

e.  Continued  need  for  parenteral  therapy  -  unable 
to  retain  oral  medication 

f.  Septicemia 


II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Respiratory  rate  greater  than  50/minute 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  pulmonary  disease 

2.  Presence  of  rales 


Continued 


T?iese  cr'tena  in  -O'-  ;cr-*ninq  :af:snt  car- 
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340. 


PNEUMONITIS  IN  CHILDREN  -  (Continued) 

ni.     QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Radiologic  examination  of  the 
chest  subsequent  to  date  of 

.  onset  or  at  time  of  admission 

B.  Skin  test  for  tuberculosis 
if  older  than  one  month 

C.  CBC  including  differential 

D.  Antimicrobial  therapy  (unless 
diagnosed  as  viral ) 

E.  Determination  if  immuno- 
deficiency with  recurrent 
pneumonitis 

F.  Treatment  with  chloramphenicol 
or  tetracycline 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Absent 
Review  if  Present 


IV. 


DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT lONST 


V, 


INDICATIONS  FOR  DISCHARGE 


"lese  zr".ir'i  ir«  '^r  ;cr?«ninq  ;at:ent  :ir« 
-"or  suoseouent  ^nv5ic-an  -•vtsw  :nly  ma 


341. 


PNEUMOTHORAX,  SPONTANEOUS  H-ICDA  ICDA^S  ICD-9-CM 
 512,  512.0       5T2  5T2 

I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(Either  1  and  2,  or  3) 

1.  Radiologic  documentation  ^'^  pneumothorax 

2.  Need  for  pleural  decompression  as  evidenced  by 
dyspnea  associated  with  chest  pain 

3.  Suspicion  of  pneumothorax  with  chronic  obstructive 
pulmonary  disease 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Operation 

b.  Persistent  air  leak 

c.  Subcutaneous  emphysema 

d.  Incomplete  pulmonary  expansion 
II.       VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  Chest  pain 

2.  Dyspnea 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  pneumothorax 

2.  Operative  report 

HI.      QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.      Serial  radiologic 

examination  of  the  chest  Review  if  Absent 

IV        DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIOriST  ~ 

Continued 


PNEUMOTHORAX,  SPONTANEOUS  -  (Continued) 
V.         INDICATIONS  FOR  DISCHARGE 

A.  Lung  expanded  or  pneumothorax  decreasing 

B.  Pleural  decompression  no  longer  necessary 


These  criter'a  irt  'or  scr^efiinq  latient  :3r« 
•or  suoseouent  inysicljn  -sview  :nly  jna 
20  -oz  :3nsf:rjc«  stancanjs  z-f  :ips. 


POISONING  IN  CHILDREN        H-ICDA  ICDA-8  ICD-9-CM 

AND  ADOLESCENTS                 960-980  960-980  960-989 

(Accidental )  982,  983  982,  983 

985-989  985-989 

(except  989.4)  (except  989.4) 

L        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  History/suspicion  of  ingestion  or  contact  with,  or 
exposure  to  any  toxic  agent(s)  producing  signs  or 
symptoms,  or  capable  of  producing  signs  or  symptoms 
after  latent  period 

2.  Laboratory  evidence  of  poisoning 

3.  History  of  suspected  tricyclic  ingestion 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  GI  hemorrhage,  obstruction,  perforation 

b.  Renal  failure 

c.  Coma  or  convulsions 

d.  Abnormal  elevation  of  hepatic  enzymes  in 
acetominophen  poisoning 

11.       VALIDATION  OF: 


A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  History  of  ingestion 

2.  Identification  of  toxic  agent  in  body  fluid  or 
tissue 

HI.      QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Collection  of  blood,  urine,  or 

gastric  contents  for  analysis  Review  if  Absent 

Continued 


Tlnse  cr'tar^a  itt  ^ir  3Cr-«mnq  :if!ent  cirs 
•or  iuosMuent  iny^ic-'an  --view  only  ind 


POISONING  IN  CHILDREN  AND  ADOLESCENTS  -  (Continued) 


B.  Empty  stomach  if  within  6 
hours  of  suspected  ingestion 
unless  corrosive  agent(s)  or 
hydrocarbon  ingestion  or 
patient  is  convulsing 

C.  Order  to  monitor  pulse, 
respiration  and  blood 
pressure 

D.  Ventilatory  support  (bag 
and  mask,  mechanical 
respirator)  if  sea  level 
paO?  less  than  40  mm  Hg  or 
PACO2  greater  than  60  mm  Hg 

E.  Psychiatric  or  social  service 
consultation  if  ingestion 
recurrent  or  non-accidental 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 


iv.     discharge  planning  (including  level  of  care  and  patient 
instructions!  


V.         INDICATIONS  FOR  DISCHARGE 


POSTMATURITY  SYNDROME 


UTILIZATION  REVIEW 


H-ICDA 


ICDA-8 


II. 


III. 


634.9,  664.6       661.8,  634.9 


ICD-9-CM 
545 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     For  evaluation  and/or  delivery  with  suspicion  of 
postmaturity  (gestation  greater  than  42  weeks) 


B. 


INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Estimated  gestational  age  more  than  42  weeks 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Pregnancy  delivered  of  post-mature  infant 
QUALITY  RF/IEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


Documentation  of  estimated 
gestational  age  (e.g., 
historical  and/or  ultrasonic 
estimate) 

Evaluation  of  status  of  the 
fetus  (e.g.,  size,  position, 
fetal  heart  rate) 

Evaluation  of  fetal  well  being, 
(e.g.,  estrial,  oxytocin 
challenge  test,  presence  or 
absence  of  meconium  staining 
of  amniotic  fluid) 

If  fetal  distress  is  suspected, 
induction  of  labor,  monitoring 
of  fetal  heart  rate  by  electronic 
methods  and/or  auscultation, 
delivery  (vaginal  or  abdominal) 

Apgar  score  recorded  at  one  and 
five  minutes  following  delivery 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 


Review  if  Absent 

Review  if  Absent 

Continued 


"■-r  saoJMuent  :nvsic-an  -^ttvit  :niv  ina 


POSTMATURITY  SYNDROME  -  (Continued) 

F.     Dead  fetus  Review  if  Present 

iv.     discharge  planning  (including  level  of  care  and  patient 
instructions! 

V.         indications  for  DISCHARGE 


Thn*  cr'tana  in  'or  serwinq  patient  cirs 
I'ar  suo5MU«nt  onysician  -sview  jnly  ma 


PREGNANCY,  BLEEDING  IN  THE  LATTER 
HALF  (Including  placenta  praevia, 
and  premature  placental  separation) 


H-ICDA 

632.0 

632.1 

632.9 

635.8 


ICDA-8 

632.0 

632.1 

632.9 

534.1 


ICD-9-CM 
541 


II. 


III. 


UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Uterine  bleeding  after  20  weeks  of  pregnancy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pregnancy  within  20  weeks  of  estimated  date  of 
confinement  and  documentation  of  uterine  bleeding 

2.  Ultrasonic  demonstration  of  size,  position  and 
status  of  the  placenta 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Diagnosis  specific  for  bleeding  cause 
QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  If  abruptio  placentae:  blood 

clotting  parameters  Review  if  Absent 

B.  Crossmatch  and  type  blood  Review  if  Absent 

C.  Monitoring  of  the  fetal  heart 
rate  in  labor  by  electronic 


DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONTy  ~ 


methods  and/or  auscultation 


Review  if  Absent 


D. 


Fetal  heart  tones  present  on 
admission,  infant  dead  on 
delivery 


Review  if  Present 


Conti  nued 


348. 


PREGNANCY,  BLEEDING  IN  THE  LAHER  HALF  -  (Continued) 
V.         INDICATIONS  FOR  DISCHARGE 

A.  Fetus  living 

B.  Bleeding  satisfactorily  controlled 


">ese  :r-:sr-\  ir«  ".r  ;cr««mng  jaftent  tin 


PREGNANCY  COMPLICATED  BY  H-ICDA  ICDA-8       -  ■  ICD-9-CM 

DIABETES  250.7  with       250.9  with  648 

639.9  639.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Pregnancy  with  unsatisfactory  control  of  diabetes 

2.  Scheduled  for  delivery 

3.  Diabetic  pregnancy  for  evaluation  of  fetal  and/or 
maternal  status 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Validation  of  I. A.  1  and  3 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Documentation  of  diabetes  and  pregnancy 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSIC  AND  THERAPEUTIC  SERVICES 

A.  Classification  of  diabetes 
(e.g.,  duration,  need  for 
insulin,  complications)  Review 

B.  Diabetic  screen  Review 

C.  Evaluation  of  the  status  and 
gestational  age  of  the  fetus  Review 

D.  Metabolic  control  of  diabetes  Review 

E.  Control  of  complications  of 
diabetes,  if  present  Review 

Continued 


if  Absent 
if  Absent 

if  Absent 
if  Absent 

if  Absent 


PREGNANCY  COMPLICATED  BY  DIABETES  -  (Continued) 

F.  Control  of  obstetric 

complications,  if  present  Review  if  Absent 

G.  Any  fetus  beyond  40  weeks 

gestation  Review  if  Present 

H.  Delivery  of  dead  fetus  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Diabetes  satisfactorily  controlled 


These  ■:r'!ter-'a  ire  'ar  screening  jatiant  cars 
-or  suDseouent  jnysician  -"vigw  only  jna 
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PREGNANCY  COMPLICATED  BY  A 
PREVIOUS  CESAREAN  SECTION 


H-ICDA 
74.9 


ICDA-8 
77.9 


ICD-9-CM 
654.2 


A. 


B. 


IZATION  REVIEW 

NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Pregnancy  with  a  scarred  uterus  with  one  of  the 
following: 

a.  Estimated  gestational  age  of  37  or  more  weeks 

b.  Estimated  gestational  age  of  24  or  more  weeks 
with  active  labor 

c.  Suspicion  of  ruptured  uterus 

d.  Ruptured  membranes 

e.  Scheduled  for  Cesarean  section  (See  surgical 
indications) 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Pregnancy  of  24  or  more  weeks  gestation  with 
documented  active  labor 

2.  Presence  of  ruptured  uterus 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  previous  operative  procedure  on 
the  uterus  (e.g.,  Cesarean  section)  and  delivery 
of  an  infant  by  Cesarean  section 

ITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

Documentation  of  estimated 
gestational  age  (historical 

and/or  ultrasonic  estimate)  Review  if  Absent 


II. 


VALIDATION  OF: 


Continued 
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PREGNANCY  COMPLICATED  BY  A 

PREVIOUS  CESAREAN  SECTION  -  (Continued) 


IV. 
V. 


B.  Blood  type  (cross  match  or 
"hold",  Rh,  antibody  screen; 
rubella  antibody  titer 

C.  If  Cesarean  section  for 
premature  rupture  of  amniotic 
membrane:  documentation  of 
flow  of  amniotic  fluid  from 
cervical  os 

D.  Delivery  by  Cesarean  section 

E.  Elective  section  with  infant 
weighing  less  than  2500  Grams 


Review  if  Absent 


Review  if  Absent 
Review  if  Absent 


Review  if  Present 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 


INDICATIONS  FOR  DISCHARGE 


Infant  discharged  with  mother 


PREGNANCY,  ECTOPIC  H-ICDA  ICDA-8  ICD-9-CM 

63T  531  633 

531.0-631.9  531.0-631.9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Suspicion  of  ectopic  pregnancy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  History  consistent  with  diagnosis  of  early 
pregnancy  (with  2,  3  or  4) 

2.  History  of  lower  abdominal  and/or  pelvic  pain, 
with  localization  and  duplication  of  pain  by 
abdominal  or  pelvic  examination 

3.  Inter-menstrual  vaginal  bleeding  with  pain 

4.  Findings  consistent  with  intraperitoneal  hemorrhage 
(e.g.,  culdocentesi s  obtaining  non-clotting 
blood,  or  syncope,  or  shoulder  pain) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report  of  ectopic  products  of  conception 

2.  Operative  report 

III.  QUALITY  REVIEW       CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Menstrual  history  Review  if  Absent 

B.  Endoscopy,  colpotomy,  and/ 

or  laparotomy  Review  if  Absent 

Continued 
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PREGNANCY,  ECTOPIC  -  (Continued) 

C.  Administration  of  Rh-immune 
globulin  within  72  hours  to 
all  Rh  negative  patients  not 

previously  sensitized  Review  if  Absent 

D.  Demonstration  of  adnexal  mass 

by  ultrasound  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v.  indications  for  discharge 


"hese  cr'tena  jr«  'ar  scrs-ninq  jat-ient  cjrs 
■'or  suDsaouent  inyjician  -"view  only  ina 
10  lot  conjfifjt*  suna»r3s  3^  ;ar«. 


PREGNANCY  WITH  LABOR                               H-ICDA       ICDA-8  ICD-9-CM 

650           650  650 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Suspicion  of  labor  in  pregnancy  with  an  estimated 
gestational  age  of  more  than  20  weeks 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Postpartum  hemorrhage,  late  (after  the  first 
24  hours  postpartum) 

b.  Postpartum  febrile  morbidity  (temperature  of 
38  deg  C,  or  100.4  deg  F) 

c.  Severe  pre-eclampsia 

d.  Cesarean  section 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Delivery 

2.  Operative  report 

3.  False  labor;  uterine  contractions  subsided 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  estimated 

gestational  age  Review  if  Absent 

B.  Evaluation  of  status  of  labor 

at  admission  Review  if  Absent 

C.  Evaluation  of  status  of  fetus  on 
admission  (e.g.,  size,  presenta- 
tion, fetal  heart  rate)  Review  if  Absent 

Continued 
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PREGNANCY  WITH  LABOR  -  (Continued) 


D. 


Documentation  of  the  evaluation 
of  the  pelvis 


Review  if  Absent 


E. 


Monitoring  of  the  fetal  heart 
rate  in  labor  by  electronic 
methods  and/or  auscultation 


Review  if  Absent 


F. 


Apgar  score  recorded  at  one 
and  five  minutes  following 
del i very 


Review  if  Absent 


G. 


Dead  fetus 


Review  if  Present 


IV.  DISCHARGE  PLANNING  (INCLUDING  LD/EL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

A.     Administration  of  rubella  vaccine  to  patients  who 
demonstrate  no  previous  sensitivity 

V.  INDICATIONS  FOR  DISCHARGE 


'  :n  i  /  ir.a 


357. 


PRESSURE  SORES  (Decubitus  ulcers)  H-ICDA       ICDA^S  ICD-9-CM 

707.0        707.0  TOTTS 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation 

2.  Wound  infection 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2,  Extension  information  (Diagnosis  specific  or  general) 
a.     Loss  of  tissue  (skin  flap  necrosis) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1 .     Presence  of  ulcer 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Presence  of  ulcer 

2.  Operative  report 

III.  QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Wound  culture  Review  if  Absent 

B.  Daily  physician  participation 

in  care  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT- 
INSTRUCTION  ST 

V.  INDICATIONS  FOR  DISCHARGE 


•se  ir-rar-i  in  'zr  5cr««f"nq  jatient  :ars 
■a  -0-.  :3nit- itanaans  of  ;ir«. 


PROTEINURIA  .  H^ICDA  ICDA-8  ICD-9-CM 

Y73.0,  581       581,  789.0       593.6,  791.0 

I.  UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Admission  for  diagnostic  studies  including  renal 
biopsy  or  other  services  not  available  locally  on 
ambulatory  basis 

2.  Severe  edema 

3.  Suspected  systemic  infection 
■     B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  CLocal  option  t.  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Renal  biopsy  documentation  of  glomerulonephritis 
or  other  renal  disease  requiring  further 
diagnostic  studies  or  therapy 

b.  Progressive  disability  due  to  uncontrolled 
urinary  protein  losses 

c.  White  blood  cell  count  below  5,000 

d.  Platelet  count  below  100,000 

e.  Phlebothrombosi s 

f.  Anasarca 

g.  Granulocytopenia,  thrombocytopenia,  or  anemia 
as  a  result  of  immunosuppressive  therapy 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Scheduled  for  renal  biopsy  or  other  diagnostic 
services  not  available  locally  on  ambulatory 
basis 

2.  Severe  edema  unresponsive  to  ambulatory  therapy 

3.  Persistent  fever  and/or  suspicion  of  systemic 
infection 

Continued 
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PROTEINURIA  -  (Continued) 

B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Quantification  of  persistent,  significant  urinary 
protein  excretion  (over  150  mg.  per  24  hours) 

2.  Positive  renal  biopsy  report 

3.  For  nephrotic  syndrome,  heavy  proteinuria  plus 
serum  albumin  less  than  2.5  Grams  percent 

III.     QUALITY  REVIEVI  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Urinalysis  with  sediment  exam  Review  if  Absent 

B.  Radiologic  examination  of  chest, 
IVP  or  other  renal  imaging 
(radionuclide  imaging, 
tomography.  Computerized  Axial 
Tomography  (CAT)  scan,  ultra 
sound 

C.  Creatinine  clearance 

D.  Appropriate  coagulation  studies 
prior  to  renal  biopsy 

E.  Percutaneous  renal  biopsy  in 
presence  of  solitary  kidney 

F.  Percutaneous  renal  biopsy  in 
presence  of  abnormal  coagulation 
studies  Review  if  Present 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

INDICATIONS  FOR  DISCHARGE 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Present 


IV. 
V. 


-or  suosaauent  :nysic:an  --view  only  jna 
:o  •^ot  csnsfit'JM  sranaar-is  of  ;ips. 


PSORIASIS 


H-ICDA 


ICDA-8 
696.1 


ICD-9-CM 
69671 


I.        UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Uncontrolled  by  ambulatory  care 

2.  Scheduled  for  intensive  therapy  (e.g.,  anti- 
metabolites) 

3.  Need  for  liver  biopsy 

4.  Initiation  of,  or  complication  from,  PUVA  therapy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Gross  physical  appearance 

2.  Historical  evidence  of  therapeutic  failure 

B.  FINAL  DIAGNOSIS  CPRINCIPAL) 

1.  Gross  physical  appearance 

2.  Pathology  report 

III.  QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
No  entry  appropriate 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!" 


a. 


Failure  to  respond  to  therapy 


b. 


Acute  pustular  flareup 


Continued 
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PSORIASIS  -  (Continued) 

V.         INDICATIONS  FOR  DISCHARGE 

A.  Skin  eruption  improved  enabling  outpatient  treatment 

B.  Improvement  in  arthritis  and/or  arthralgia 

C.  Diagnostic  evaluation  for  treatment  with  chemotherapeutic 
agents  completed  (e.g.,  liver  biopsy) 

« 

0.      If  not  improved,  documented  plan  for  further  treatment 


•cr  suDJMuent  iny^ic'jn  -•vie*  jnly  jnd 
:o  -ot  ::nst:-uca  5:anosr<:s  :t  :ire. 


362. 


PSYCHIATRIC  ADMISSIONS 


GENERAL  CRITERIA  FOR  UTILIZATION  REVIEW  OF  PSYCHIATRIC 
ADMISSIONS 

A.  GENERAL  INDICATIONS  FOR  PSYCHIATRIC  ADMISSION  (REQUIRES 
SPECIFIC  DOCUMENTATION) 

1.  Potential  danger  to  self,  others,  or  property 

2.  Failure  of  ambulatory  or  extended  care  management, 
or  inaccessability  of  appropriate  ambulatory 
psychiatric  care 

3.  Need  for  continuous  skilled  observation,  electro- 
convulsive therapy,  special  drug  therapy,  or 
other  specific  therapeutic  program  requiring 
continuous  hospitalization 

4.  Impaired  social,  familial,  or  educational  function- 
ing or  inadequate  social  and/or  familial  support 

B.  GENERAL  INDICATIONS  OR  REASONS  FOR  EXTENDING  LENGTH  OF 
STAY  FOR  PSYCHIATRIC  PATIENTS 

1.  Continuation  of  any  of  the  reasons  for  admission 
listed  above 

2.  Exacerbations  of  clinical  signs  and/or  symptoms  of 
psychiatric  illness 

3.  Failure  of  family  and/or  social  support  system 

4.  Suicide  attempt 

5.  Need  for  stabilization  of  medication  or  specific 
therapeutic  program 

6.  Development  of  or  recognition  of  an  underlying 
psychotic  condition 

GENERAL  CRITERIA  FOR  VALIDATION  OF  PSYCHIATRIC  DIAGNOSES 

A.     GENERAL  PSYCHIATRIC  FINDINGS  VALIDATING  THE  ENTERING 
(WORKING)  DIAGNOSIS 

1.     Hazardous  behavior  or  destructive  gesture  or  threat 
toward  self,  others,  or  property 

Continued 
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PSYCHIATRIC  ADMISSIONS  -  (Continued) 

2.  Evidence  supporting  the  inaccessability  of  appro- 
priate ambulatory  psychiatric  care 

3.  Evidence  supporting  the  failure  of  ambulatory  or 
extended  care  management 

HI.      GENERAL  CRITERIA  FOR  PSYCHIATRIC  PATIENT  CARE:  QUALITY 
REVTEW  of  critical  DIAGNOSTIC  AND  THERAPEUTIC  SE"RVICES~ 

The  following  services  should  always  be  provided  to 
psychiatric  patients  admitted  to  acute  care  hospitals  and 
their  absence  is  an  indication  for  referral  to  the  physician 
advisor: 

A.  In  general,  psychiatric  admission  to  and  treatment  in 
the  psychiatric  units  of  acute  care  hospitals  is  re- 
stricted to  patients  receiving  active  treatment  which 
must  be: 

1.  Provided  under  an  individualized  treatment  or 
diagnostic  plan 

2.  Reasonably  expected  to  improve  patient's  condition 
or  establish  a  definitive  diagnosis 

3.  Supervised  and  evaluated  by  a  physician 

4.  Addressed  toward  achievable  goals 

B.  Treatment  plan,  to  include  problem  formulation,  treat- 
ment goals,  and  therapeutic  modalities  (e.g.,  assessment 
of  family  and/or  care  giving  adults,  psychotherapy, 
pharmacotherapy,  social  therapies,  behavior  modification). 
A  list  of  psychopharmacologic  drugs  follows  page  366. 

C.  Assessment  of  family  or  care-giving  adults,  or  of 
community  agencies 

D.  Social  service  assessment  and  planning 

E.  Individual  psychotherapy 

The  following  treatment  modalities  may  be  inappropria-te  and 
should  be  reviewed  by  the  physician  advisor: 

1.     More  than  two  psychotropic  medications  at  any  given 
time,  or  change  of  psychotropic  medication  more  than 
twice  in  a  seven  day  period 

Continued 
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PSYCHIATRIC  ADMISSIONS  -  (Continued) 

2.  Use  of  intramuscular  psychotropic  medication  (except  long 
acting  psychotropics)  for  more  than  ten  days. 

3.  Electroconvulsive  therapy  (prior  to  the  inpatient  treat- 
ment with  psychotropic  medication). 

4.  Continued  use  of  hypnotic  drugs  after  the  14th  day. 

5.  More  than  two  medications  with  anticholinergic  effect 
at  any  given  time 

The  following  occurrences  should  always  be  reviewed  by  a 
physician: 

1.  Continuation  or  development  of  danger  to  self,  others, 
or  property 

2.  Attempted  suicide 

3.  Development  of  psychosis  after  the  10th  hospital  day 

4.  Elopement  or  discharge  against  medical  advice 

5.  Readmission  within  60  days  of  discharge 

6.  Death  from  any  cause 

In  addition,  for  patients  age  16  and  under: 

1.  After  14th  hospital  day,  must 
have  psychoeducational  assess- 
ment Review  if  Absent 

2.  Aversive  conditioning  Review  if  Present 

3.  Seclusion  and/or  restraint 

on  more  than  one  occasion  Review  if  Present 

4.  Electroconvulsive  therapy  Review  if  Present 


PSYCHIATRIC  ADMISSIONS  - 


(Continued) 


V      PSYCHIATRIC  DISCHARGE  CRITERIA 
GENERAL 

1.  Achievement  of  inpatient  treatment  goals 

2.  Establishment  of  a  follow-up  (post  discharge)  treatment 

plan 

3.  Absence  of  medical  necessity  for  continued  inpatient 
treatment 

4.  Absence  of  reasonable  expectation  of  significant 
psychiatric  improvement  with  continued  inpatient 
treatment 

5.  Patient  leaving  hospital  against  medical  advice 


A  LIST  OF  PSYCHOPHARr^ACOLOGIC  DRUGS 


I.  NEUROLEPTICS:    (major  tranquilizers,  antipsychotics, 
ataractics ) 

Indications :    Psychoses:    schizophrenic,  manic-depressive, 
toxic,  moderate  to  severe,  anxiety,  acute 
alcoholism,  severe  personality  disorders, 
hyperactivity,  LSD  intoxication 

A.  Phenothiazine  Derivatives 

1.  Aliphatics:    THORAZINE  (Chlorpromazine) ,  VESPRIN 
(Triflupromazine) 

2.  Pi  peri  dines:    MELLARIL  (Thioridazine),  QUIDE 
(Piperacetazine) ,  SERENTIL  (Mesoridazine) 

3.  Piperazines:    STELAZINE  (Trifluoperazine) ,TRILAFON 
(Perphenazine),  COMPAZINE  (Prochlorperazine), 
PROLIXIN,  PERMITIL  (Fluphenazine) ,  PROKETAZINE 
(Carphenazine) 

B.  Thioxanthene  DerivativBs:    TARACTAN  (Chlorprothixene) , 
NAVANE  (Thiothixene) 

C.  Butyrophenones:    HALDOL  (Haloperidol ) ,  (Trifluderidol ) 

D.  Rauwolfia  Alkaloids:    SERPASIL  Cand  others)  (Reserpine), 
MODERIL  (Rescinnamine),  HARMONYL  (Deserpidine) , 
SIN60SERP  CSyrosingopine),  RAUWILOID  (Al seroxylon) 

E.  Dibanzoxazepines:    LEXITANE,  DAXOLIN  (Loxopine  succinate) 

II.  ANXIOLYTICS:    (Minor  tranquilizers,  anti -anxiety  drugs) 

Indications :    Mild  to  moderate  anxiety  and  tension  states, 
acute  alcolholism,  psychosomatic  conditions 

A.  Benzodiazepines:    (Ativan,  Verstran,  Azene) 
LIBRIUM  (Chlordiazepoxide),  VALIUM  (Diazepam),  SERAX 
(Oxazepam),  TRANXENE  (Chlorazopate  dipotassium) 

B.  Substituted  Propanediols:    (Glycol  or  Glyceral  Derivatives) 
EQUANIL,  MILTOWN  (Meprobamate) ,  SOLACEN,  TYBATRAN 
(Tybamate),  ULTRAN  (Phenaglycodol ) ,  QUIACTIN  (Oxamadide) 


Continued 
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A  LIST  OF  PSYCHOPHARMACOLOGIC  DRUGS  -  (Continued) 


C.      Diphenylmethane  Derivatives:    ATARAX,  VISTARIL  (Hydroxy- 
zine), SUAVITIL,  PHOBES  (Benactyzine) ,  SUVREN 
(Captodiamine),  FRENQUEL  (Azacyl onol ) ,  SOFTRAN  (Buclizine) 

HI.     ANTIDEPRESSANTS:    (Psychic  energizers,  thymol eptics) 

Indications :    Mild  to  moderate  depressions,  eneuresis 

A.  Tricycl ics : 

1.  Iminodibenzyl  Derivatives:    TOFRANIL,  IMMAVATE, 
PRESAMINE  (Imipramine),  PERTOFRANE,  NORPRAMIN 
(Desipramine) ,  SURMONTIL  (Trimeprimine) 

2,  Dibenzocycloheptene  Derivatives:    ELAVIL,  ENDEP 
(Ami trypti line),  AVENTYL,  PAMELOR  (Nortriptyline), 
VIVACTIL  (Protiptyline) 

3^.     Di benzodiazepine  Derivatives:    SINEQUAN,  ADAPIN 
(Doxepine) 

B.  Monamine  Oxidase  Inhibitors: 

1.  Hydrazine  Derivatives:    MARPLAN  ( Isccarboxiazid) , 
NARDIL  (Phenelzine),  NIAMIDE  (Nialamide) 

2.  Non-Hydrazine  Derivatives:    PARNATE  (Pranylcypromine) , 
EUTONYL  (Pargyline). 

IV.  PSYCHOSTIMULANTS: 

Indications :    Mild  depressive  and  fatigue  states,  reduced  drive, 
narcolepsy,  hyperactive  children 

A.     Amphetamine-like  Stimulants:    BENZEDRINE  (Racemicampheta- 
mine),  DEXEDRINE  (Dextroamphetamine),  RITALIN 
(Methyl pheni date),  DEXOXYN,  METHEDRINE  (Methamphetamine) , 
DEANER  (Deanol),  MERATAN  (Pipradol),  METRAZOL  (Pentylene- 
tetrazol ) 

V.  MISCELLANEOUS 

A.  An ti -manic  Drugs:    LITHAN,  LITHONATE,  ESKALITH  (Lithium 
Carbonate) 

B.  Combination  Tranquilizer  -  Antidepressants:  TRIAVIL, 

ETRAFON  (Perphenazine  and  Ami trypti 1 ine) ,  DEPROL 

(Meprobamate  and  Benactyzine),  LIMBITROL  (Chlordiazepoxide 

and  Ami trypti line)  ^  ^■ 

Continued 
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A  LIST  OF  PSYCHOPHARMACOLOGIC  DRUGS  -  (Continued) 
VI.  HYPNOTICS: 

A.  Barbiturate:    SECONAL  (Secobarbital),  NEMBUTOL  (Pento- 
barbital ) ,  AMYTAL  (Amobarbi tal ) ,  BUTISOL  (Butabarbi tal ) , 
TUINAL  (Amobarbital  and  Secobarbital),  PLEXONAL 
(Diethyl  barbiturate  and  Phenyl  ethyl  barbiturate  and 
Isobutylallyl  Barbiturate  and  Scopolamine  and  Ergotamine, 
CARBRITAL  (Pentobarbital  and  Carbromal ) 

B.  Non-Barbiturate:    NOCTEC  (Chloralhydrate) ,  PLACIDYL 
(Ethchlorvynol ),  NOLUDAR  (Methyprylon) ,  DORIDEN 
(Glutethimide),  QUAALUDE  (Methaqualone) ,  DALMANE 
(Flurazepam),  VALMID  (Ethinamate) 


PSYCHIATRIC  ADMISSION,  DSM-II 

ALCOHOLISM  291. 00-. 90      291.00-  30X9X 

303. 00-. 90      291.80  305. OX 

309.13  291. 2X  305.01 

303.00  305.02 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  any  one  of  the  following) 

1.  Excessive  use  of  alcohol  with  any  one  of  the 
fol lowing; 

a.  Need  for  detoxification 

b.  Need  for  continuous  skilled  observation 
(including  existence  of  coma  or  stupor)  or 
specific  therapeutic  program,  or  concomitant 
suspected  drug  ingestion 

c.  Onset  of  convulsions  or  delirium  tremens 

2.  Admission  into  formally  established  alcohol 
rehabilitation  inpatient  treatment  program 
(without  previous  admission  within  six  months) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

(Any  one  of  the  following)    (See  general  psychiatric 
cri  teri  a ) 

1.  Current  alcohol  intoxication 

2.  Occurrence  of  convulsions,  or  coma  or  stupor,  or  of 
existence  of  two  or  more  of  the  following: 

a.  Restlessness 

b.  Tremulousness 

c.  Disorientation 

d.  Hallucinations 

3.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Alcohol  use  great  enough  to  damage  physical, 
mental,  social,  or  occupational  function 

Continued 


H-ICDA  ICDA-8  ICD-9-CM 
313.0-  303.0-  291,  303 
313.2        303.2  305.0 
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PSYCHIATRIC  ADMISSION,  ALCOHOLISM  -  (Continued) 

III.    QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
(General  psychiatric  criteria  or  any  one  of  the  following) 

A. 


Psychotropic  medication  (for 
detoxification  patients  only) 


B.  Referral  for  post-hospital 
counselling  (e.g..  Alcoholics 
Anonymous) 

C.  Liver  function  studies 

D.  Reviewable  occurrences: 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


1.  Existence  or  development  of 
medical  complications  (e.g., 
progressive  liver  disease, 
uncontrolled  neurologic 
deficit,  gastrointestinal 
hemorrhage! 

2.  "    Antabuse  (disulfiram)  or 

other  adverse  drug  reaction 

3.  Continued  need  for  detoxifi- 
cation or  specific  therapeutic 
programs 

4.  Delirium  tremens,  withdrawal 
seizures,  or  injury  while 
disoriented 

5.  Progressive  hepatic  disease, 
gastrointestinal  bleeding  or 
aspiration  pneumonia 

E.     Reviewable  occurrences  of  patients 
16  and  under  (See  general  psychiatric 
criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 


Review  if  Present 
Review  if  Present 

Review  if  Present 

Review  if  Present 

Review  if  Present 


A.     See  general  psychiatric  criteria 


These  :r'ter-'a  m  '3r  icr?«t>ing  :afient  ztn 
-or  suoseauent  inysicim  -"vnw  jnly  jrU 
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PSYCHIATRIC  ADMISSION,  DSM-II  DSM-III  H-ICDA      ICDA-8  ICD-9-CM 

BEHAVIOR  DISORDERS  OF  307.10  299. OX  313.00      318  308  312,  313 

CHILDHOOD  OR  ADOLESCENCE        307.20  299. BX  313.21  V71.02 

308.00-. 90   299. 9X  313.22 
309. 00-. 90  314.00 
312. 00-. 90  314.01 
314.80 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria) 

1.  Dysfunctional  behavior  patterns  such  as  overactivity, 
inattentiveness,  shyness,  feeling  of  rejection,  over- 
aggressiveness,  and  any  of  general  indications 

2.  Disturbance  of  conduct  not  classified  elsewhere  and 
disturbance  of  emotions  specific  to  childhood  or 
abolescence 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  "  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.      See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Clinical  evidence  of  dysfunctional  behavior 
patterns  with  general  psychiatric  indications 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Dysfunctional  behavior  as  listed  in  I.A.I. 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment  modalities 
1.      See  general  psychiatric  criteria 

B.  Reviewable  occurrences 

,       1.     See  general  psychiatric  criteria 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCT  I  ONTT 

A.      See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.      See  general  psychiatric  criteria 


Thtse  zritiTi  Jr«  'ai"  screening  jafient  zin 
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PSYCHIATRIC  ADMISSION.                 DSM-II             DSM-III  H-ICDA      ICDA-8  ICD-9-CM 

DRUG  ABUSE/DRUG  DEPENDENCE      294.30  292. 00-, 90        314  304       304  " 

(Adult  or  adolescent)              304. 00-. 80      327. 00-. 99  305. 2-. 9 

309.14  304.0X-.9X 
305.3X-.9X 


I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria} 

1.     Excessive  use  of  drugs  or  other  chemical  substances 
with  either; 

a.  Planned  detoxification/withdrawal 

b.  Need  for  continuous  skilled  observation, 
controlled  chemotherapy  or  specific 
therapeutic  program 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Continued  need  for  detoxification/withdrawal, 
or  specific  therapeutic  program 

b.  Withdrawal  seizures 

c.  See  general  psychiatric  criteria 
II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Current  drug/chemical  intoxication  or  abuse  pattern 
(See  also  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Drug  or  chemical  use  great  enough  to  damage 
physical,  mental,  social,  or  occupational 
function  (or  as  a  prerequisite  to  normal  social 
functioning) 

2.  Impaired  mental,  social,  familial,  or  » 
occupational  functioning  with  either: 

Continued 


PSYCHIATRIC  ADMISSION,  DRUG  ABUSE/DRUG  DEPENDENCE  -  (Continued) 

a.  Quantitative  and  qualitative  toxicological 
studies  positive  for  proprietary  drugs  or 
chemicals 

b.  Quantitative  toxicological  studies  for 
legend  drugs  in  higher  than  therapeutic 
doses 

III.  QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Toxicology  screen  [blood 

or  urine).  Review  if  Absent 

B.  Reviewable  use  of  treatment 
modalities 

"  1.     See  general  psychiatric 

cri  teri  a 

C.  Reviewable  occurrences 

1.     See  general  psychiatric 
criteria 

D.  Reviewable  occurrences  of  patients 
16  and  under:    See  general 
psychiatric  criteria 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) :    See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE:    See  general  psychiatric  criteria 
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PSYCHIATRIC  ADMISSION,  DSM-II      DSM-III      H-ICDA      ICDA-8  ICD-9-CM 

I^IC  DEPRESSIVE  ILLNESS.  296.10  296. 4X  308.1  296.1  296.0 
MANIC  TYPE  296.30  308.3       296.3  296.1 

296.33  296.2 

296.4 
296. 6-. 9 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria) 

1.     Persistent  elevation  of  mood  or  irritable  mood 
resulting  in  impaired  reality  testing  accompanied 
by  disordered  behavior 

B.  INITIAL  LOS/CONTIHUED  STAY 

1.  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Disturbance  of  mood  area  and, 

2.  Impaired  reality  testing 

(See  also  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Mental  status  exam  documentation 

a.  Elation 

b.  Persistent  expansive  and/or  irritable  mood 

c.  Two  of  the  following: 

1.  Hyperactivity 

2.  Distractability 

3.  Flight  of  ideas 

4.  Pressured  speech 

5.  Decreased  need  of  speech 

6.  Grandiosity 


Continued 
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PSYCHIATRIC  ADMISSION,  MANIC  DEPRESSIVE 

ILLNESS,  MANIC  TYPE  -  CContinued).  .  , 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment 
modalities  (See  general 

psychiatric  criteria!  A-. 

1.  Neureleptic  (antipsychotic) 

or  lithium  carbonate  Review  if  Absent 

2.  Laboratory  assessment  of 
thyroid,  cardiac  and  renal 
function  and  of  electrolytes 
prior  to  and  serum  lithium 
studies  subsequent  to 

initiation  of  treatment  Review  if  Absent 

B.  Reviewable  occurrences  (See 
general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients 
15  and  under  (See  general 
psychiatric  criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]" 

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE:    See  general  psychiatric  criteria 


These  ;r"tar-i  in  'ar  scrMfimq  ziz'.tnt  :m 
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PHYCHIATRIC  ADMISSION,  DSM-II 
MENTAL  RETARDATION  OF  310.X-315.X 
CHILDHOOD 


DSM-III  H-ICDA  ICDA-8  ICD-9-CM 
62.89  290-295      310-315  317-319 

317.00 

318. 00-. 20 

319.00 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     See  general  indications  for  psychiatric  admission 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  E)(tension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     See  general  psychiatric  criteria 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Subnormal  general  intellectual  functioning 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     See  general  psychiatric  criteria 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 
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PSYCHIATRIC  ADMISSION.      DSM-II  DSM-III  H-ICDA      ICDA-8  ICD-9-CM 

NEUROSIS,  ANXIETY  300.00      300.00    300.23      310.0        300.0  300-301 

(Adult,  adolescent,  300.20      300.01  300.29 

and  child)  300.30      300.02  300.30 

300.21 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria) 

1.  Incapacitating  anxiety,  refractory  to  ambulatory 
treatment  with  either: 

a.  .     Impaired  social,  familial  or  occupational 
-1  functioning 

b.  Need  for  special  drug  treatment  or  specific 
therapeutic  program 

2.  Failure  to  thrive  in  children  age  6  and  under 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.    See  general  psychiatric  criteria) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
(See  general  psychiatric  criteria) 

1.     Documentation  of  I.A.I 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  I.A.I 

2.  Irvtense  anxiety 

3.  Increased  psychomotor  activity 

4.  Thought  content  characterized  by  fearful ness, 
apprehension  or  rumination 

5.  In  children  age  16  and  under:    Aggression  and/or 
anti -social  behavior  (hysteria,  phobia,  hypo- 
chondriasis and  depersonalization) 

Continued 
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PSYCHIATRIC  ADMISSION,  NEUROSIS,  ANXIETY  -  (Continued) 

III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions!  ' 

A.     See  general  psychiatric  criteria 
V.       INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


Th9sa  :r-'ter'a  irs  ■'zr  3crs«mnq  :atient  cjr- 
-or  suoseauent  ;ny!ician  -•view  only  ind 
10  ?ot  csnsfit-jct  atanaans  ji*  ;ir«. 


PSYCHIATRIC  ADMISSION, 
NEUROSIS,  DIPRESSIVE 
(Child,  adolescent, 
and  adult) 


DSM-II 
300.40 


296. 5X  300.13 

296.22  300.40 

296.32  309.00 
296.82 


DSK-III 


H-ICDA 
310.5 


ICDA-8 
300.4 


ICD-9-CM 
300.4 


A. 
B. 


IZATION  REVIEW 

NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  any  one  of  the  following) 

1.  Depressed  or  dysphoric  mood  with  one  of  the  following: 

a.  Potential  danger  to  self,  others,  or  property 

b.  Need  for  continuous  skilled  observation, 
specific  or  therapeutic  program  with  impaired 
social,  familial,  or  occupational  functioning 

2.  Failure  to  thrive  in  children  age  6  and  under 
INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Development  of  psychotic  symptomatology  (e.g., 
hallucinations,  delusions,  paranoia,  or 
unrealistic  feelings  of  guilt  or  worthlessness 

b.  See  general  psychiatric  criteria 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Documentation  of  I.A.I 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Depression 

2.  Psychomotor  retardation  or  agitation 

3.  Depressive  thought  content  (ruminations, 
hopelessness,  inadequacy  or  guilt) 

4.  For  patients  16  or  under,  obsessive  thinking, 
compulsive  acts,  hypochondriasis,  depersonalization, 
elective  mutism 

5.  For  patients  age  6  or  under,  failure  to  thrive 


II. 


VALIDATION  OF: 


Continued 
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PSYCHIATRIC  ADMISSION,  NEUROSIS,  DEPRESSIVE  -  (Continued) 

III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

rV.      DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A,     See  general  psychiatric  criteria 
V.       INDICATIONS  FOR  DISCHARGE:    See  general  psychiatric  criteria 
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PSYCHIATRIC  ADMISSION,  SSK-II  DSM-III  H-ICDA        ICDA-8  ICD-9-CM 

NON-PHYCHOTIC  BRAIN  309.00-. 50      293.00    294.00      30A,  305        309  309 

SYNDROME  OF  CHILDHOOD  309. 70-. 90  293.81  294.10 
OR  ADOLESCENCE  293.82  294.80 

293.83  310.10 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria  or  the  following) 

1.     Suspicion  of  or  clinical  evidence  of  organic 
brain  syndrome  (impaired  orientation,  memory, 
intellectual  functioning,  judgment  or  lability 
and  shallowness  of  affect),  with  resulting 
disordered  behavior 

B.  INITIAL  LOS/CONTINUED  STAY 

(See  general  psychiatric  criteria) 

1.  LOS  '^-  (Local  option  -  LOS  Checkpoint) 

2,  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
(See  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Impaired  orientation,  memory,  intellectual  _ 
functioning  or  judgment 

2.  Lability  and  shallowness  of  affect 

III-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST   

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.      See  general  psychiatric  criteria 


•ir  >u05eouent  rny^ic^jn  -«view  ;nly  ma 
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PSYCHIATRIC  ADMISSION, 
PERSONALITY  DISORDERS  AM) 
CERTAIN  OTHER  NON-PSYCHOTIC 
MENTAL  DISORDERS  OF  CHILD- 
HOOD  OR  ADOLESCENCE 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  the  following) 

1.     Maladaptive  patterns  of  behavior 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  [Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Clinical  evidence  of  maladaptive  patterns  of 
behavior  or  of  interpersonal  conflicts  noted 

B.  FINAL  DIAGNOSIS  (PRINCIPAL)  ^ 
(See  general  psychiatric  criteria) 

ni.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
(See  general  psychiatric  criteria)  " 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


DSM-II  DSM-III  H-ICDA        I CPA- 8  ICD-9-CM 

301.0C-.89  301. 00-. 84  301,  303  301  300-316^ 
302. 00-. 80      302. 00-. 90 

306.51 

312.34 


■'or  suose<3u*nt  ;ny5ic^4n  -?view  :nly  ma 
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PSYCHIATRIC  AD:IISSI0N.  DSM-II  DSM-III  H-ICDA      ICDA-8  ICD-9-CM 

P?YCKO?m'  S I OLOn ICAL  305. 00-. 90  316.00  315  305  306 

/  DISORDERS  or  CHILDHOOD 

OR  ADOLESCENCI 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  the  following) 

1.    Incapacitating  and/or  life-threatening  psychophysiological 
disturbance 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  Los  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.    Adverse  reactions  to  diagnostic  or  therapeutic 
modalities/procedures,  drugs,  psychological,  or 
social  therapies. 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.    Clinical  evidence  of  I-A  1 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  I-A  1 

2.  Developmental  psychiatric  and  psycho-social  findings 
confirming  both  a  psychological  and  physiological  basis 
for  the  disorder 

3.  Medical  diagnostic  and  laboratory  findings  supporting 
the  diagnostic  of  a  physiological  disorder 

III.  QUALITY  REVIEW  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Reviewable  use  of  treatment  modalities  (see  general  psychiat- 
ric criteria) 

1.  Consultation  and/or  collateral  management  with  appropriate 
other  medical  specialist  (s)  Review  if  Absent 

2.  After  14th  day  of  hospitalization,  a  psychoeducational 
assessment  Review  if  Absent 


Th«s«  tr'-xtr^t  IPS  'sr  ser?«ning  jifisnt  ars  332A' 
•ar  juosMii«nt  inyjieun  -tf\t*  ;nly  ina 
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PSYCHIATRIC  ADMISSION, 
PSYCHOPHYSIOLOGICAL  DIS- 
ORDERS OF  CHILDHOOD  OR 
ADOLESCENCE  -  (Continued) 

3.    Reviewable  Treatments:    psycho-surgery;  adversive  treat- 
ments; restraints  over  one  day;  seclusion  over  one  day; 
neuroleptic  medication  (major  tranquilizers)  by  any 
'  route  in  the  presence  of  target  symptoms  (e.g.,  aggres- 

siveness, sleep  disorders,  hyperactivity)  or  failure  of 
target  symptoms  to  improve  after  ten  days;  three  or  more 
medications  concurrently  with  anti-chol inergic  effects; 
changing  psychotropic  medication  (not  dosage)  more  than 
twice  in  any  seven  days;  hypnotics  regularly  after  seven 
nights;  antidepressant  medication  in  the  absence  of  tar- 
get symptoms  (e.g.,  school  phobia,  enuresis,  night 
terrors)  Review  if  Present 

B.  Reviewable  occurrences  (See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under  (See  general 
psychiatric  criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT  INSTRUCTIONS) 

A.      Specific  discharge  treatment  plan  to  include  psychiatric, 
family,  social  ,  and  educational  services 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Achievement  of  inpatient  treatment  goals  as  outlined  in 
III-A  1  and  2 


T>ese  :r-tjr-a  irt  'zr  serening  ;at":en;  ur« 
■;r  saasfrcuent  :nysic:an  -"ve*  :niy  ira 
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PSYCHIATRIC  ADMISSION  DSM-II      DSM-III        H-ICDA        I CPA- 8  ICD-9-Q1 

PSYCHOSES,  ACUTE  CONFUSIONAL      298.00      298.80        309,  All        298.2  29812 
STATE  OF  ADOLESCENCE  298.90 


Under  the  limitations  of  DSH  n,  this  is  the  only  category  where  this 
diagnosis  could  be  listed.    There  may  be  other  acute  confusional 
states  that  are  not  appropriately  listed  as  psychoses  and  have 
different  diagnostic,  treatment  and  prognostic  implications.  The 
acute  confusional  states  may  also  be  classified  under  other  appro- 
priate diagnostic  classifications  (viz.,  the  neuroses  or  personality 
disorders  where  there  is  no  evidence  of  a  psychotic  process.) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  the  following) 

1.      Impaired  reality  testing  with  confusion  and/or 
feelings  of  unreality 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS       CLocal  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Clinical  evidence  of  impaired  reality  testing 
(e.g.,  delusions,  hallucinations,  distorted 
interpretation  of  environment)  with  confusion 
and/or  feelings  of  unreality  noted 
CSee  also  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Impaired  reality  testing 

2.  Confusion 

3.  Feelings  of  unreality 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.      Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

Continued 
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PSYCHIATRIC  ADMISSION,  PSYCHOSES, 

ACUTE  CONFUSIONAL  STATE  OF  ADOLESCENCE  -  (Continued). 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

rV.     DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]"   ~ 

A.     See  general  psychiatric  criteria 

V.       INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


These  :r*tar-!a  in  'or  icmninq  :at';snt  cars 
-or  suoseauent  ;nysic':an  -•via*  only  ina 
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PSYCHIATRIC  ADMISSION,  DSM-II  DSM-III      H-ICDA  ICDA-8  ICD-9-CM 

PSYCHOSIS,  DEPRESSIVE        296.00      296.34      296. 2X        308.0  296.0  296.2  296.6 

296.20      296.80      296. 3X        308.2  296.2  296.3  296.7 

296.30      298.00      296. 5X       308.4  296.3  295.5  296.9 

309.3  298.0 

I.  UTILIZATION  REVIEW 

A,  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  the  following) 

1.     Severe  and  persistent  depression  or  dysphoria  with 
any  one  of  the  following: 

a.  Impaired  reality  testing  accompanied  by 
disordered  behavior 

b.  Failure  to  thrive  -  children  age  5  and  under 

c.  Scheduled  for  special  medical  evaluation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  severe  depression  or  dysphoria 

2.  Impaired  reality  testing  as  described  in  I I.B.I 
and  disordered  behavior  (See  also  general 
psychiatric  criteria) 

8.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Mental  status  exam  documenting  depression, 
psychomotor  retardation,  or  agitation,  and 
impaired  reality  testing  (e.g.,  hallucinations, 
delusions,  paranoia,  or  unrealistic  feelings  of 
guilt  or  worthlessness 


Continued 
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PSYCHIATRIC  ADMISSION,  PSYCHOSIS,  DEPRESSIVE  -  (Continued) 

HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Reviewable  use  of  treatment 
modalities  (See  general 
psychiatric  criteria) 

1.     Neureleptic  or  anti- 
depressant medication  Review  if  Absent 

B.  Reviewable  occurrences  (See 
general  psychiatric  criteria) 

C.  Reviewable  occurrences  of 
patients  age  16  and  under  [See 
general  psychiatric  criteria) 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     See  general  psychiatric  criteria 
V.       INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


These  :r*"sr-a  ir*  ■■:r  >cr«»fi:na  :af;?nt  :ap« 


PSYCHIATHIC  ADMISSION,        DSM-II  DSM-III  H- ICDA  ICDA--8  ICD-9-CM 

PSYCHOSIS  WITH  ORGANIC      290.00-. 10      290. 00-. 30  296. 0-. 9  290.0-.1  046.1 

AIK  SYNDROME  292. 00-. 90      290. XX  297. 0-. 9  291. 0-. 9  290-2-94 

Vincluding  dementia,  293. 00-. 90      290. IX  298. 0-. 9  292. 0-. 9  331.0 

ilzheii-er's  disease,  294. 00-. 80      290. 4X  299. 0-. 9  293. 0-. 9 

Jacob-Creuzfeldt  293.00  300. 0-. 9  294.0--. 9 

disease,  senility,  293. 81-. 83  301. 0-. 9  309.6 

also  including  294.00 
s^Tidrome,  childhood)  294.10 

294.80 
310.10 


I.       UTILIZATION  REVIEW 


A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(General  psychiatric  criteria  or  the  following) 

1.     Presence  of  impaired  orientation,  memory,  intellect, 
affect  or  judgment 

a.  Impaired  reality  testing  accompanied  by 
disordered  behavior 

b.  Need  for  complex  inpatient  diagnostic  procedures 
to  establish  etiology  (e.g.,  radiologic  contrast 
studies,  cerebrospinal  fluid  studies,  etc.) 

B,  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.     Accidental  self-sustained  injury 


II.      VALIDATION  OF: 


A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Mental  status  exam  (documenting  disorder  of  intellect, 
orientation,  etc.  and  other  psychotic  symptoms  as 
defined  in  I.A.I.  (See  also  general  psychiatric 
criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Mental  status  examination  documenting  impairment  of 
orientation,  memory,  intellectual  function,  affect 
or  judgment 

2.  Mental  status  examination  documenting  impaired 
reality  testing,  and  documentation  of  the  specific 
organic  etiology  Continued 


-'3r  suoseouen':  :nv5ic:in  -"visw  :nly  ind 
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PSYCHIATRIC  ADMISSION,  PSYCHOSIS  WITH  ORGANIC 

BRAIN  SYNDROME  -  (Continued)  .;7 
HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions!   

A.     See  general  psychiatric  criteria 
V.        INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


for  5uose<3U«nt  inyticiin  -^view  :niy  ina  JOO. 


PSYCHIATRIC  ADMISSION,  DSM-II 
SCHIZOPHRENIA,   (Adult,      295. 00-. 99 
child  and  adolescent, 
excluding  infantile 
autism) 


I,  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
CGeneral  psychiatric  criteria  or  the  following) 

1.     A  thought  disorder  with  one  of  the  following: 

a.  Impaired  reality  testing  accompanied  by 
disordered  behavior  (e.g.,  catatonic 
symptoms )_ 

b.  Scheduled  for  medical  evaluation 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  —  (Local  option  ^  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Continuation  of  I. A. 

b.  Regression 

c.  See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Mental  status  examination  documenting  impaired 
reality  testing  manifested  by  thought  disorder 
or  perceptual  disorder  with  disoriented  behavior. 
(See  also  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Mental  status  examination  documenting  thought 
disorder  (e.g.,  thinking  that  is  bizarre, 
delusional,  illogical,  loose,  blocked,  autistic, 
markedly  unrealistic,  overly  inclusive,  or  concrete), 
with  one  of  the  following: 

a.     Perceptual  disorder  (i.e.,  hallucination, 
illusion,  or  depersonalization) 

Continued 


DSM-III  H-ICDA  ICDA-S  ICD-9-C?! 

295. XX  306.0-306.9     295-295.9      295,  299.9 

295.1X-3X 
295. 6X 
295. 9X 
295. -iO 
295.70 
301.22 
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PSYCHIATRIC  ADMISSION,  SCHIZOPHRENIA  -  (Continued) 

b.  Affect  disorder  (i.e.,  affect  that  is 
ambivalent,  inappropriate,  blunt  or  flat) 

c.  Disordered  behavior  (i.e.,  behavior  that  is 
withdrawn,  regressive,  bizarre  or 
inappropriate) 

III-    QUALITY  REVIEW      CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria)  r 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  15  and  under 
(See  general  psychiatric  criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST   

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


""r  suosaouent  rnv^tcin  *^v!«>»  :ni/  ira 


PSYCHIATRIC  ADMISSION, 
SPECIAL  SYMPTOMS  OF 
CHILDHOOD  OR  ADOLESCENCE 


DSM-II  DSM-III 
306. 00-. 90      307. 10-. 70 


H-ICDA  ICDA-8  ICD-9-CM 
316. 0-. 9  306.0-.0  307 

312-315 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Presence  of  special  symptoms  of  a  specific  type  not 
elsewhere  classified  which  results  in  dysfunctional 
behavior  (e.g.,  speech  disturbance,  specific 
learning  disturbance,  tic,  sleep  disorder,  eating 
disorder,  enuresis,  encopresis,  cephalgia)  with 
one  of  the  general  indications  for  psychiatric 
admission 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -r-  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.     See  general  psychiatric  criteria 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Documentation  of  special  symptoms,  resulting  in 
dysfunctional  behavior  (See  also  general 
psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  presence  of  a  special  symptom  (as 
listed  in  I.A.I) 

2.  Documentation  of  presence  of  dysfunctional  behavior 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

B.  Reviewable  occurrences 

(See  general  psychiatric  criteria) 

C.  Reviewable  occurrences  of  patients  16  and  under 
(See  general  psychiatric  criteria) 

Continued 
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PSYCHIATRIC  ADMISSION,  SPECIAL 

SYMPTOMS  OF  CHILDHOOD  AND  ADOLESCENCE  -  (Continued)  . 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST     "  

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


■Dies*  :r"t*r-ia  jrs  -3r  scr«*fling  3afi»nt  tin 
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PSYCHIATRIC  ADMISSION  DSK-II  DSM-III  H-ICDA      ICDA-8  ICD-9-CM 

TRANSIENT  SITUATIONAL  307. 20-. 40  309. 00-. 90         317          307  307,  308 
DISTURBANCE  (Adult  or 
adolescent) 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
(See  general  psychiatric  criteria). 

1.     Presence  of  an  acute  stress-related  disturbance  of 
affect,  behavior  or  thinking  with  one  of  the 
general  indications  for  psychiatric  admission 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Continuation  of  I. A. 

•    b.     Development  of  or  recognition  of  an  underlying 
psychotic  condition 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Presence  of  stress-related  disburbance  of  affect, 
behavior,  or  thinking  (mental  status  exam), 
specific  environmental  stress,  and  absence  of 
previous  mental  disorder 
(See  also  general  psychiatric  criteria) 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Documentation  of  acute  disturbance  of  affect, 
behavior,  or  thinking  (mental  status  exam), 
specific  environmental  stress,  and  absence  of 
previous  mental  disorder 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Reviewable  use  of  treatment  modalities 
(See  general  psychiatric  criteria) 

Reviewable  occurrences 

(See  general  psychiatric  criteria) 

Continued 
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PSYCHIATRIC  ADMISSION,  TRANSIENT 
SITUATIONAL  DISTURBANCE  -  (Continued) 

C.     Reviewable  occurrences  in  patients  16  and  under 
(See  general  psychiatric  criteria) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   "  ~ 

A.     See  general  psychiatric  criteria 

V.  INDICATIONS  FOR  DISCHARGE 

A.     See  general  psychiatric  criteria 


■-r  ;uo5eouert  irrvsic-an  "•vis*  ;nl/  ina 


PULMONARY  EMBOLISM 


H^ICDA 
450 


ICDA-8 


ICD-9-CM 

4T571 

639.6 


I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1,     Diagnosis  or  suspicion  of  acute  pulmonary  embolism 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  [Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.  Respiratory  insufficiency  as  defined  by 
significant  hypoxia  or  hypercapnea 

b.  Recurrent  pulmonary  embolization 

c.  Development  of  congestive  heart  failure  or 
vascular  collapse 

d.  Superimposed  pulmonary  infection 

e.  Difficulty  in  stabilizing  anticoagulation 
dosage 

f.  Operation 


II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Recent  immobilization,  or  hypercoagulability  of  the 


blood  (e.g.,  oral  contraceptives,  polycythemia, 
malignancies)  or  the  presence  of  heart  failure 
or  obesity  with  one  or  more  of  the  following: 

a.     Historical  evidence  of  recent  chest  pain, 
or  dyspnea,  or  hemoptysis 

b      Physical  evidence  of  a  low  grade  fever  or 
tachypnea,  or  tachycardia  or  hypotension  or 
wheeze  or  evidence  of  friction  rub  or  peripheral 


venous  disease 


Continued 


395. 


PULMONARY  EMBOLISM    -  (Continued) 

c.     Radiologic  evidence  or  compatible  perfusion, 
ventilation  scan,  arterial  hypoxemia  or 
electrocardiographic  evidence  of  acute  right 
heart  strain 

^11-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Controlled  anticoagulation  Review  if  Absent 

B.  Radiologic  examination  of 

the  chest  Review  if  Absent 

C.  Radioisotope  lung  perfusion 

^•^^^  Review  if  Absent 

D.  Electrocardiogram  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)"   ^  

V.  INDICATIONS  FOR  DISCHARGE 

A.     Anticoagulation  stabilized 


■Hiese  :r'tena  in  for  scr-snmq  :ati»nt  im 
■or  suDSMuent  inysician  -•vnw  :niy  jna 


PULMONARY  TUBERCULOSIS  H-JCDA       ICDA^  S?^^™ 

 ^  Un  On  on ,  010 

012 

r.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress 

2.  Pulmonary  hemorrhage 

3.  Progressive  disease  after  2  weeks  of  ambulatory 
therapy 

4.  Abnormal  radiologic  exam  of  chest  and  positive 
tuberculin  skin  test,  admitted  for  invasive 
diagnostic  studies  (e.g.,  liver,  lung,  peritoneal 
biopsyl 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  --  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Progression  of  disease  by  radiologic 
examination  while  under  therapy 

b.  Hyponatremia  due  to  inappropriate  ADH 
(Antidiuretic  hormone)  secretion 

c.  Acute  disseminated  tuberculosis 

d.  Adrenal  failure 

e.  Operation 
II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  bacterid ogic  findings  on  smear  or  culture 

2.  Caseating  granuloma  on  histologic  examination  of 
lung,  or  liver,  or  bone  marrow,  or  lymph  nodes 

Continued 


30  'Ot  lansr-it-jct  stancans  if  tin. 


PULMONARY  TUBERCULOSIS  -  (Continued) 

3.  Radiologic  evidence  of  tuberculosis  in  the  chest 

4.  Operative  report 

III-    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 


A.  If  radiologic  evidence  of 
progression  is  present  after  2 
weeks  of  therapy,  then  sputum 
for  fungus  and  cytology 

B.  Administration  of  Isoniazide 
(INH-Isonicotinic  acid 
hydraztde) 

C.  Isolation  on  admission 

D.  Administration  of  3  or  more 
anti -tuberculous  drugs 

E.  Steroid  use 

F.  Antibiotics  other  than  anti-  ■ 
tuberculosis  therapy 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Present 
Review  if  Present 


Review  if  Present 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)   '  


A.  Public  Health  follow-up  of  contacts 

B.  Adequate  home  care  or  discharge  to  long-term  facility 
INDICATIONS  FOR  DISCHARGE 

A.     Establishment  of  adequate  anti tuberculous  therapy 


■or  suDSMuent  :nysic:an  -"view  :ni/  ina 
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PYLORIC  STENOSIS,  CONGENITAL  H-ICDA        ICDA-8  ICD-9-CM 

HYPERTROPHIC  750.5  750.1  750.5 


I.  UTILIZATION  REVIEW 

A,  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Known  diagnosis  of  pyloric  stenosis 

2.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Projectile  vomiting  in  an  infant 

2.  Palpable  tumor 

3.  Hyperperistalsis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Palpable  pyloric  tumor 

2.  Radiologic  evidence  of  pyloric  stenosis 

3.  Operative  report  of  pyloric  stenosis 

HI.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Upper  GI  series  (only  if  no 

palpable  pyloric  mass)  Review  if  Absent 

B.  Serum  electrolytes  if  .  ,u  ^ 
dehydrated                                      Review  if  Absent 

C.  Pyloromyotomy  Review  if  Absent 

IV.      DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCfTONST 


Continued 


PYLORIC  STENOSIS,  CONGENITAL  HYPERTROPHIC  -  CContinued) 
V.       INDICATIONS  FOR  DISCHARGE 

A.  Correction  of  electrolytes  and  dehydration 

B.  Taking  normal  formula  without  vomiting  if  infant 


Thtit  cr'teria  jps  'or  scrnninq  jafisnt  care 
"or  suose<3u«nt  onysician  -sview  only  ana 
30  '^ot  cansfifjtt  stjnaarss  31*  :jr*. 


REDUNDANT  FORESKIN,  PHIMOSIS  H^ICDA        ICDA^S  ICD-9-CM 

AND  PARAPHIMOSIS  605 '  605  605 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  Redundant  foreskin 

2.  History  of  balanitis 

3.  Phimosis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Presence  of  redundant  foreskin 

2.  Operative  report 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A,     Circumcision  or  dorsal  slit 

(operative  report)  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


^t^l^^^'  ^^"^^  '      "'ICDA  ICDA-8  ICD.9-CM 

(Acute  tubular  necrosis,  403  403   534  

nephrotoxic  nephropathy,  585.0  593.1  586 

shock  kidney,  acute  vasomotor  585  l  593  2 

nephropathy)  536.2  792' 

r.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Oliguria  (urine  volume  less  than  400  cc.  per  24 
hours  or  less  than  17  cc  per  hour) 

2.  Need  for  dialysis  as  indicated  by  hyperkalemia, 
progressive  azotemia,  uremia,  pulmonary  edema 
or  severe  acidosis 

3.  Suspicion  of  diagnosis  (history  of  exposure  to 
potentially  nephrotoxic  substances) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2,  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistent  oliguria  and  azotemia  dictating 
need  for  intermittent  dialysis 

b.  Recurrent,  severe  water  acid  base  and  electrolyte 
abnormalities 

c.  Nutritional  disability 

d.  Hyperkalemia  and/or  EKG  evidence  of  hyperkalemia 

e.  Uremic  encephalopathy 
II.      VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Validation  of  oliguria  (See  definition  I.A.I) 

B.  FINAL  DIAGNOSIS 

1.     Urine  to  plasma  osmolality  less  than  2  to  1  or  urine 
to  plasma  urea  nitrogen  or  creatinine  ratios  less 
than  5  to  1 

Continued 


^•se  -.T-'-ir-i  ir»  -rr  ;cr««flne  :af:ent  cir* 
■3r  suDsscuent  :.iv5':cijn  -•viiw  ;nl/  sra  402. 


RENAL  FAILURE,  ACUTE  -  (Continued) 

2.  Urine  sodium  concentrations  greater  than  40  mg 
per  liter  . 

3.  Failure  to  respond  to  intravenous  Mannitol  and/or 
intravenous  diuretic 

III.    QUALITY  REVIEW      CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV, 


A.  Monitoring  of  blood  urea 
nitrogen,  creatinine,  and 
serum  potassium 

B.  Serial  quantification  of 
urine  output 

C.  Provide  dialysis  or  refer 
patient  for  dialysis  service 
for  blood  urea  nitrogen  greater 
than  12  mg  percent 

D.  Document  patency  of  urinary  tract 

E.  Document  presence  of  adequate 
blood  supply  to  kidneys  (i.e., 
shock  kidney,  renal  isotope 

3^jj£jy)  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


A.     Provide  dialysis  services,  if  required 
INDICATIONS  FOR  DISCHARGE 

A.     Spontaneous  fall  of  blood  urea  nitrogen  and  creatinine 
toward  normal  and  in  absence  of  dialysis 


"ese  — —r-a  ir-  '^r  3cr««(nnq  :at:ent:  cii 
-or  5uoseouent  :ny5ic:3n  --v-iw  jnly  ind 


4Q3. 


RENAL  FAILURE,  CHRONIC  H^ICDA        ICDA^S  ICD-9-CM 

(Secondary  to  chronic  SESTT       582,  792     585,  586 

glomerulonephritis,  pyelo- 
nephritis, nephrosclerosis, 
diabetic  nephropathy,  polycystic 
and  other  hereditary  or  acquired 
disorders  resulting  in  advanced, 
irreversible  renal  failure) 

I,       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Admission  for  dialysis 

2.  Admission  for  creation  or  arteriovenous  fistula  or 
external  shunt 

3.  Treatment  of  uremic  complications  (e.g.,  poly- 
neuropathy and  encephalopathy,  congestive  heart 
failure,  pericarditis) 

B.  INITIAL  LOS/CONTINUED  STAY 

■ 

1,  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Progression  of  uremic  polyneuropathy  (burning 
foot  syndrome,  foot  drop) 

b.  Pericardial  effusion  and  tamponade 

c.  Uremic  encephalopathy 

d.  Development  of  foot  drop,  coma  or  convulsions 

e.  Serum  phosphorous  greater  than  6  mg%  and 
increased  alkaline  phosphatase 

f.  Operation  (e.g.,  transplantation,  pericardio- 
centesis) 

II.     VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Creatinine  clearance  less  than  5  ml  per  minute 

2.  Pericardial  friction  rub  and  electrocardiographic, 
echocardiographic,  or  radioisotopic  evidence  of 
pericardial  effusion  Continued 


T>MB  C-'ter-a  ir-  'or  3cr-»mnq  jat-.ent  cars  404, 
30  -ot  csnstlfJte  stanaaras  zr  .ire. 


RENAL  FAILURE,  CHRONIC  -  (Continued) 

3.  Reduced  motor-nerve  conduction  velocities 

4.  Abnormal  electroencephalogram,  mental  confusion 
or  somnolence 

B,      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Persistent  elevation  of  creatinine  values 

QUALITY  REVIEW      CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Demonstration  of  renal  size 
(e.g.,  KUB,  CAT  scan,  untra^ 

sound,  tomography)  Review  if  Absent 

B.  Radiologic  examination  of 

the  chest  Review  if  Absent 

C.  Institution  of  intermittent 
dialysis  when: 

1.  Creatinine  clearance  greater 

than  8  ml/min  Review  if  Present 

2.  Serum  creatinine  less  than 

2  mg/lOO  ml  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  " 

A.     Referral  to  outpatient  dialysis  facility 

V,  INDICATIONS  FOR  DISCHARGE 

A.  Resolution  of  uremia  complications  necessitating 
admission 

B.  Patent  arteriovenous  fistula  or  external  shunt 


These  cr^teru  jre  'or  jcr^emnq  jatTent  :jr« 
"or  suoseouent  i.nysician  -svTe*  jnly  jna 
:o  -iot  csnsfifj:*  stanaaras  3f  zirt. 


RESPIRATORY  DISTRESS  SYNDROME  H-ICDA        ICDA-8  ICD-9-CM 

IN  THE  NEWBORN  755.1  776.1-  759 

  765.5  776.3 

765.9  776.9 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Respiratory  distress 

2.  Referral  from  outlying  hospital 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Complications  of  mechanical  ventilation  (e.g., 
pneumomediastinum/ thorax,  atelectasis, 
tracheostomy,  subglottic  stenosis,  difficulty 
in  extubation,  difficulty  in  weaning  off 
oxygen  or  respirator) 

b.  Complications  related  to  arterial  or  venous 
catheter  (thrombosis,  embolism) 

c.  Metabolic  disturbance  (alkalosis,  acidosis, 
hypo-hyper-natremi  a/hypocal cemi  a ) 

d.  Cardiovascular  complications  (e.g.,  congestive 
heart  failure,  patent  ductus  arteriosus, 
hemorrhage) 

e.  Sepsis 

f.  Operation 
II.      VALIDATION  OF: 

A,  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Respiratory  rate  greater  than  60  with  grunting/ 
retractions/nasal  flaring 

2.  Respiratory  rate  greater  than  60  with  apneic  spells/ 

cyanosis  ^    ^.  ^ 

Continued 


RESPIRATORY  DISTRESS  SYNDROMW 
IN  THE  NEWBORN  -  (Continued) 

3.  Radiologic  evidence 

4.  Pathology  report 

5.  Operative  report 

11^-    QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Arterial  blood  gasses  and 
chemical  profile 

B.  Vitamin  K,  and  eye  prophylaxis 
if  not  already  done 

C.  Oxygen  therapy  if  Pa02  less  than 
50  mm  Hg  at  sea  level  with 
monitoring  of  FIO2  and  Pa02  at 
least  every  8  hours 

D.  Mechanical  ventilation  (if  not 
available  transfer  patient 

to  a  center  for)  if  sea  level 
PaC02  greater  than  80  mm  Hg, 
with  monitoring  FIO2  and  Pa02 
at  least  every  8  hours 

E.  Intravenous  fluids 

F.  Radiologic  examination  of  the 
chest 

G.  Ophthalmoscopic  examination 
if  treated  with  O2 

H.  Physical  exam  within  24  hours 
prior  to  discharge 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Absent 


Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!     ~  — 

A.      Resolution  of  problem  for  which  patient  was  admitted 

V.  INDICATIONS  FOR  DISCHARGE 


liese  zr-zer^a  in  '■sr  sers-ninq  lat^enr  :ar«  dQ' 
•t;r  iUDseaueni:  :nysic:an  -•vi«*  :nlv  ma 


RESPIRATORY  TRACT  H-ICDA  I CPA -8  ICD-9-CM 

MALIGNANT  NEOPLASMS  152,  163       162,  163  160-165 

 ^  197.0-197.3 

231 

I,       UTILIZATION  REVIEW 

A,  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  procedures  (e.g.,  broncho- 
scopy, thoracentesis,  angiography,  biopsy)  (See 
procedural  indications). 

2.  Scheduled  for  operation  (See  surgical  indications) 

3.  Scheduled  for  -therapeutic  procedures  (e.g.,  institution 
of  radio-or  chemotherapy) 

4.  Complications  of  therapy  (e.g.,  bone  marrow 
suppression,  radiation  pneumonitis,  opportunistic 
infections), 

5.  Disabling  symptoms  (e.g.,  hemorrhage,  symptomatic 
pneumonitis,  marked  dyspnea,  intractable  pain, 
thromboembolic  complications,  or  neurologic  deficit) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOC  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.     Progression  of  disease  (e.g.,  bleeding,  pleural 
effusion,  respiratory  failure,  symptomatic 
metastatic  disease  or  hormonal  effects  of  the 
tumor) 

b^     Extrathoracic  metatases 

c.  Thromboembolism 

d.  Operation 
II.     VALIDATION  OF: 

A.     SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1,  Apparently  resectable  lesion,  suspicion  of  or 
confirmed  neoplasm  (surgery) 

2.  Radiologic  evidence  of  malignancy 

Continued 


Thtf  cr'teria  ir«        scrwiinq  JStient  -.ar-  408. 
-or  suDSMuent  ;rivi1c-:in  -•view  jnly  snd 
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RESPIRATORY  TRACT  MALIGNANT  NEOPLASMS  -  (Continued) 

3.  Nonresectable  neoplasm  requiring  radiotherapy 
or  chemotherapy 

4,  History  of  uncontrolled  pleural  effusion 
B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  malignancy 

2.  Pathology  report 

3.  Operative  report 

ni.    QUALITY  REVIEW  ^-^  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documented  recent  radiologic 

examination  of  the  chest  Review  if  Absent 

B.  Pre-treatment  consultation, 
staging  and  treatment  planning 
with  treatment  specialists 
(surgeon,  therapeutic  radiologist, 
medical  oncologist)  in  the  presence 
of  presumed  or  established  pri- 
mary or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!   ~ 

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Respiratory  support  not  needed 


~i«se  cr'teria  sn  'ir  scrseninq  latient  cin 
30  lot  csnstlfjtt  sTjnaams  of  :ir«. 


409. 


RETINAL  DETACHMENT 


H-ICDA 


ICDA-8 
376 


ICD-9-CM 
361 


I.       UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 


B,      INITIAL  LOS/CONTINUED  STAY 

1.  LOS       CLocal  option  ^  LOS  Checkpoint) 

2.  Extension  infonnation  (Diagnosis  specific  or  general) 

a.  Vitreous  hemorrhage 

b.  Increased  intraocular  pressure 

c.  Intrusion  or  extrusion  of  prosthetic  implant 

d.  Hemorrhagic  or  serious  choroidal  detachment 

e.  Second  operation 
II.      VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  retinal  detachment  to  ophthalmoscopic 
examination 

2.  Presence  of  retinal  hole,  break,  tear  or  degenerative 
disease  (schisis,  lattice  atrophy)  to  ophthalmoscopic 
examination 

3.  Postoperative  implant  intrusion  or  extrusion  and/or 
infection  on  external  examination  or  ophthalmoscopy 

4.  Vitreous  hemorrhage  with  diagnosis  or  suspicion  of 
retinal  detachment 

5.  Retinal  elevation  with  diagnosis  or  suspicion  of 
neoplasm 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Ophthalmoscopic  examination  and  drawing  of  findings 


1,     Scheduled  for  operation  (See  surgical  indications) 


2. 


Medical  observation  under  controlled  condition  for 
diagnosis  or  suspicion  of  retinal  detachment 


Continued 


410. 


RETINAL  DETACHMENT  -  (Continued)  ' 

2.  History  of  vision  loss,  floating  opacities,  light 
flashes  with  field  loss  consistent  with  history 
and  diagnosis 

3.  Operative  report 

III.    QUALITY  REVIEW      CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 
V. 


A.  Ophthalmoscopic  examination  and 
drawing  of  extent  of  retinal 
detachment 

B.  Visual  field  examination 

C.  Slit-lamp  examination 

D.  Tonometric  measurements 

E.  Visual  acuity  without  and 
with  correcting  lens  (except 

under  age  5  years)  Review  if  Absent 

discharge  planning  (including  level  of  care  and  patient 
instructions! 

indications  for  discharge 


Review  if  Absent 
Review  if  Absent 
Review  if  Absent 
Review  if  Absent 


"Tiese  cr-tsr-a  ir«  '^r  icr^eninq  ratient  cars 
■ar  suoseouent  :ny$ic'3n  -•visw  :nl/  ina 


RHEUMATIC  FEVER,  ACUTE. 
IN  CHILDREN 


H-ICDA 
390 


391-391.9 


ICDA-8 
390 

391-391.9 

392.0 

392.9 


ICD-9-CM 
390,  391, 
392 


392.0 
392.9 


r. 


UTILIZATION  REVIEW 


A. 
B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Suspected  or  established  acute  rheumatic  fever 
INITIAL  LOS/CONTINUED  STAY 

1,  LOS       (Local  option  r.  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Congestive  heart  failure 

b.  Intolerance  or  reaction  to  drug  therapy 

c.  Recurrence  of  symptoms  following  reduction  of 
anti '-inflammatory  treatment 

d.  Failure  of  improvement  in  systemic  or  cardiac 
status 

)ATION  OF: 

SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

No  entry  necessary 

FINAL  DIAGNOSIS  (PRINCIPAL) 

(Entries  1  and/or  2  and/or  3  plus  4  and/or  5) 

1.  Swollen  and  warm  joint(.s) 

2.  Friction  rub  or  mitral  murmur  or  increased  aortic 
murmur 

3.  Jerking,  uncontrollable  movements 

4.  Positive  acute-phase  reactant  (e.g.,  erythrocyte 
sedimentation  rate  elevated,  or  elevated  white 
blood  count,  or  positive  C-reactive  protein) 

5.  Increased  anti streptococcal  antibody  titres  or 
antistreptolysin  streptozyme  or  throat  culture 
positive  for  Group  A  Beta-hemolytic  streptococcus) 


Continued 


ThMi  -r<teria  irs  'or  serssmnq  jatfent  cire 
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30  »ot  csnst-ifjti  sianaaras  of  :jr«. 
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RHEUMATIC  FEVER,  ACUTE,  IN  CHILDREN  -  (Continued) 

11^-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Acute  phase  reactants  (e.g., 
ESR/WEC  and  differential, 
C-reactive  protein) 

B.  Electrocardiogram 

C.  Radiologic  examination  of  the 
chest 

D.  Throat  culture  and  anti- 
streptococcal  AB  titres 

E.  Parenteral  1,2x10^  units 
Bicillin  or  250,000  units  of 
oral  penicillin  G  four  times 
daily  for  10  days  [Erythromycin 
can  be  used  if  allergic  to 
penicillin,  in  all  oral  programs  - 

must  be  treated  for  10  days)  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST   "  

A.     Education  of  parent/responsible  party  concerning 
rheumatic  fever  accomplished 

V.  INDICATIONS  FOR  DISCHARGE 

A.  If  present,  active  systemic  symptoms  subsided 

B.  Prophylactic  program  of  parenteral  1.2xlo6  units  Bicillin/ 
month  or  oral  penicillin  G  250,000  units  twice  daily  or 
oral  sulfonamide  500  mg.  twice  daily  (if  allergic  to 
penicillin,  erythromycin  250  mg.  twice  daily) 

C.  Prophylactic  anti streptococcal  treatment  for  patients 
at  risk 


Review  if  Absent 
Review  if  Absent 

Review  if  Absent 

Review  if  Absent 


■"or  suosMuent  ^nysician  -•view  :niy  ma 
M  noz  :3n3T-tw:a  >:anaan3s  zf  :jr«. 


413. 


SAL IVARY  GLANDS,  DISEASES 


H-ICDA  ICDA-8 

142J,  142.2  142*,  210.2 

142.8,  142.9  239,0,  527.2 

145.9,  198.89  527.3-527.6 
210.2,  230  527.9 
235.0,  239.0 

527 


ICD-9-CM 
142*,  210.2 
239.0,  527 


I.       UTILIZATION  REVIEW 

A.     NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Inadequate  response  of  inflammatory  disease  to 


ambulatory  therapy  (antibotics  and  sialogogue) 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 


general  1 

a.  Operation 

b.  Persistent  pain  and  swelling  of  gland 

c.  Salivary  fistula 

d.  Facial  nerve  fault 


II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Enlargement  of  salivary  gland 

2.  Intractable  localized  pain  in  gland 

3.  Tumor  of  salivary  gland 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Visible  or  palpable  evidence  of  salivary  mass  or 


enlargement 

2.  Sialogram  positive  or  other  intraoral  xray  positive 

3.  Pathology  report 


4. 


Operative  report 


Continued 


414. 


SALIVARY  GLANDS,  DISEASES  -  Continued 

HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 


Surgical  treatment  (for  tumor) 


Review  if  Absent 


B.     Radiologic  examination  of  chest 
for  malignancy 


Review  if  Absent 


C.     Consultation,  staging  and  treatment 
planning  with  treatment  specialists 
(surgeon,  radiation  therapist, 
medical  oncologist)  in  the  presence 
of  presumed  or  established  primary 
or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIGNST 

A.     Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.  INDICATIONS  FOR  DISCHARGE 

*       See  also  criteria  set  entitled  "Head  and  Neck,  Malignant 
Neoplasms" 


"sr  suosMuenT:  :pysic-in  -•view  ;nly  ina 
:o  -ot  lanj-lfjca  sranoans  ;jr9. 


SHUNT  COMPLICATIONS,  VENTRICULAR  H>ICDA     ICDA-8  ICD-9-CM 

OR  CSF  (for  hydrocephalus)  996.5      997.5      996.1,  996.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diagnosis  or  suspicion  of  complications  of 
ventricular  or  CSF  shunts 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Operative  report 

2.  Positive  blood  culture  or  cerebrospinal  fluid 
cul ture 

3.  Subcutaneous  accumulation  or  leak  of  cerebrospinal 
fluid  from  incisions 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Bacteriplogic  studies  of 
appropriate  cerebrospinal  fluid, 

peritoneal  fluid  or  blood  Review  if  Absent 

B.  Positive  radiologic  evidence  of 

central  nervous  system  abnormality     Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)         ~  " 

V.  INDICATIONS  FOR  DISCHARGE 


Th««  jr-teria  trs  'or  scrwiinq  3it1«nt  zm 
-or  suos«<iu«nt  :ny5lc-ian  -*»iew  :nly  and 
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416. 


SKIN  AND  SUBCUTANEOUS 

TISSUES  OF  HEAD  AND  H-ICDA  ICDA-8  ICD-9-CM 

NECK,  DISEASES  680.0,  680.1    680.0,  680.1  173.0-173.4, 

709,     873       680.8,  709  232.0-232.4 
873.7,  874       873,     873.7     239.2,  239.8 
874  680.0,  680.1, 

680.8 
709 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Scheduled  for  operation  not  suitable  for  ambulatory 
setting  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Growth  or  lesion  (malignant),  traumatic  deformities, 
congenital  deformities  and  aging  deformities 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report  if  neoplasm 

2.  Visible  lesion 

•  ■■  '"I 

3.  Deformities,  visible  evidence  of  scars  or  aging 

4.  Operative  report 

in.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Surgical  treatment  (simple 

or  complicated)  Review  if  Absent 

B.  Radiologic  examination  of  chest 
and  neck  if  open  wound  of  larynx, 

pharynx,  or  trachea  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


These  cT'iteria  ire  'or  screening  jatient  cire  417. 
-or  suosequent  inysician  -evie*  :nly  ind 
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SKIN,  BENIGN  NEOPLASM        H-ICDA  ICDA-8  ICD-9-CM 
  2T5                 216  216 

216.0-216.9  215.0-216.9 

232.2  232.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Scheduled  for  operation  too  extensive  for 

ambulatory  facility  or  requiring  general  anesthetic 
(See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Presence  of  lesion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Microscopic  tissue  analysis  Review  if  Absent 

B.  Surgical  treatment  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!     ~  ~ 

V.  INDICATIONS  FOR  DISCHARGE 


•0  -oc  :3n?f---jC2  stinoans  :r  --ir«. 


SKIN,  MALIGNANT  NEOPLASM 


H-ICDA 
172 

172.0-172.9 

173 

173.0-173.9 


ICDA-8 
172, 

172.0-172.9 
173 

173.0-173.9 


ICD-9-CM 
172,  232 
173 


I.       UTILIZATION  REVIEW 

A.     NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  too  extensive  to  be  done  in 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


a.     Discovery  of  dissemination  requiring  additional 
therapy 


II.     VALIDATION  OF:  ■ 

A.  SYMPTOMS,  ENTERING  (WORKING  DIAGNOSIS)  - 
1.     Previously  diagnosed  malignancy 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Clinical  evidence  of  disease 

2.  Positive  pathology  report 

3.  Operative  report 

in.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Microscopic  tissue  analysis  Review  if  Absent 

B.  Recording  of  treatment  plan  Review  if  Absent 


Pre-treatment  consultation,  staging 
and  treatment  planning  with  treat- 
ment specialists  (surgeon,  therepeutic 
radiologist,  medical  oncologist)  in 
the  presence  of  presumed  or  estab- 
lished primary  or  metastatic 


ambulatory  facility 


disease 


Review  if  Absent 


Continued 
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SKIN,  MALIGNANT  NEOPLASM  Continued 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS 

A.     Definition  of  post-discharge  treatment  plan, 
rehabilitation  and  follow-up 

V.  INDICATIONS  FOR  DISCHARGE 


Thest  i:r-*t«ria  jr«  'ar  screwing  :af!ent  care 
-or  suojMMnt  jnyiician  -eview  jnly  ma 
JO  -!0t  constltuM  stindiras  af  :ar«. 


SPINA  BIFIDA  (With  meningocele/  H-ICDA  ICDA>8  ICD-9-CM 

myelomeningocele  and  with  or  without  741.0  741.0  741 

hydrocephalus  or  other  specified  741.2  741.9 

anomalies  of  the  spinal  cord)      •  741.9  743.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Diagnosis  of  spina  bifida  with  spinal  cord 
involvement 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  --  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.     Neurological  findings  and  clinical  correlation 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 
central  nervous  system  and 

spine  Review  if  Absent 

B.  Documented  observation  of  head 

si 26  Review  if  Absent 

C.  Evaluation  of  urinary  tract  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
iNStRUCTIONST 

V.  INDICATIONS  FOR  DISCHARGE 


-or  suDJMuant  jnysic-ian  -sviei.  only  ma 
ao  "Ot  csnstlfJtt  sianaapjs  n  :ir«. 


STERILIZATION,  MALE,  ELECTIVE  H-ICDA     ICDA-8  ICD-9-CM 

(VASECTOMY)  (Customarily  performed        Y13.0       Yog.Q  V25~2  

as  out-patient  with  local  63.5        60.1,  60  2 

anesthesia) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     Scheduled  for  vasectomy.    Procedure  cannot  be 
performed  in  ambulatory  facility  because  of: 

a.  Anatomic  abnormality  (e.g.,  hydrocele/ varicocele) 
that  precludes  operation  under  local  anesthesia 

b.  Medical  or  psychiatric  condition  that  mandates 
in-hospital  observation 

c.  Inability  of  find  vas  under  local  anesthesia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Request  for  sterilization  with  consent  signed 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1,  Pathology  report  (identifying  excised  vas) 

2.  Operative  report 

III-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pathology  report  or  surgical 

report  Review  if  Absent 

B.  Documentation  of  reasons  not 

done  as  out-patient  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ■  

A.     Plan  for  semen  analysis  at  later  date  -  6  weeks  after 
discharge 

V.  INDICATIONS  FOR  DISCHARGE  ' 


422. 


f^TFRTLIZATIQN.  SURGICAL,  FEf^ALE  H-ICDA     ICDA-8  ICD-9-CM 

(Medically  Indicated)  Y13.0      Y09.0  Y25.2 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1,     Scheduled  for  operation  because  of  presence  of 
medical  indications  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1,     Patient's  request  for  sterilization 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1.     Voluntary  sterilization 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  medical 

indication  for  sterilization  Review  if  Absent 

B.  Documentation  of  informed  consent      Review  if  Absent 

C.  Pathology  report  or  operative 

^gpQP-t  Review  if  Absent 

D.  'Bilateral  oophorectomy  Review  if  Present 

E.  Hysterectomy  for  sterilization  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


STRABISMUS  H^ICDA  ICDA-8  iCD-9-CM 

373.0-373.3     373.0-373.9  378  

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Scheduled  for  examination  under  general  anesthesia 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Separation  of  muscle  or  conjunctival  sutures 

b.  Suture  perforation  of  globe 

c.  Excessive  tissue  reaction 

d.  Gross  over-correction 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Presence  of  visual  axis  deviation 

2.  Diagnosis  or  suspicion  of  strabismus  secondary  to 
intraocular,  intraorbital,  or  intracranial  lesion 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Objective  demonstration  of  intermittent  or* 
continuous  manifest  deviation  of  visual  axes 
(absence  of  continuous  binocular  fixation),  e.g., 
by  cover/uncover  test 

2.  Operative  report 

III-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Motility  examination,  including 

cardinal  excursions  Review  if  Absent 

B.  Objective  demonstration  of  and 

measurement  of  deviation  Review  if  Absent 

Continued 


T)ies«  cr'ter^a  ar*  fzr  screening  jstlent  car" 
•or  suosMUent  jnysician  -"view  only  jna 
io  tot  cansiitiiM  sanoans  oi"  :ar«. 


STRABISMUS  -  (Continued) 

C.  Visual  acuity  without  and  with 
correcting  lens  (except  under 

age  5  years)  Review  if  Absent 

D.  Cycloplegic refraction  findings  Review  if  Absent 

E.  Ophthalmoscopic  examination  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONSy  ~ 

V.  INDICATIONS  FOR  DISCHARGE 


These  -r'ter^a  )rs  'or  3cr«*n1na  jatient  cjr? 
-or  suDSMuent  invsicUn  --view  only  ina 
•'O  lot  c:nsf:fjte  STjnaams  it  :ir«. 


425. 


p 


« 


STROKE,  ACUTE  (with  H-ICDA       ICDA-8  ICDr9^ 

or  without  paralysis)  432^6     432-436  His^fo 

Including  -  thrombosis,                  including  437.1,  4i/.y 
embolus,  TIA,  occlusion                 (.0  &  -I  series) 
of  pre-cerebral  artery 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Diagnosis  or  suspicion  of  acute  or  impending  stroke 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Intermittent  or  progressive  neurologic  deficit 

b.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Lumbar  puncture 

2.  Positive  radiologic  evidence  of  central  nervous 
system  abnormality 

3.  Neurological  findings  and  clinical  correlation 

4.  Operative  report 

in.    DUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  central 

nervous  system  Review  if  Absent 

B.  Surgery  without  neurologic/ 
neurosurgeon  specialist  evaluation 

if  available  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONiy 

V.  INDICATIONS  FOR  DISCHARGE 


SUBDURAL  OR  EXTRADURAL  H-ICDA  ICDA^S  ICD-9-CM 

HENAIUMA  (Traumatic  852.0,  852.9     852.0,  852.9     852  853 

intracranial  bleeding) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  extra-cerebral  clot 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Intermittent  or  progressive  neurologic  deficit 

b.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Operative  report 

2.  Pathology  report 

3.  Positive  radiologic  examination  of  central 
nervous  system 

^11-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of 

central  nervous  system  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!    '  ~ 

V.       INDICATIONS  FOR  DISCHARGE 


■ar  suQseauent  rnysic:!.?  --vis*  jnly  inO 
:o  lot  C3nsf:fjt«  .rinaans  3f  zm. 


427. 


SYSTEMIC  LUPUS  ERYTHEMATOSUS  H-ICDA     ICDA-8  ICD-9-CM 
 ~   716.1       734.1  710.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/ WORKING  DIAGNOSIS 

1.     Known  lupus  in  acute  exacerbation  -  single  or 
multiple  organ  involvement 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.     Documentation  of  development  of  new  disease 
manifestation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Description  of  pre-hospital ization  course 

B.  FINAL  DIAGNOSIS  (PRINCIPAL)  _^ 

1.  LE  cell  demonstration 

2.  Anti nuclear  antibody 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Documentation  of  antinuclear 

antibody  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

INSTRUCTIONST 

A.     Treatment  program  established 

V.  INDICATIONS  FOR  DISCHARGE 


These  — '•ar-'a  ir«  far  icr-eni  nq  ratlent  -irs 
-or  suDSMuent  cnyiic-an  -ivisw  only  sna 


TESTICLE,  UNDESCENDED  H^ICDA       ICDA-8  ICD-9-CM 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  --  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

B,  FINAL  DIAGNOSIS  (PRINCIPAL) 

1..   Undescended  testicle  on  physical  examination 
2.     Operative  report 
"I-    QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Operative  report  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!    

V.  INDICATIONS  FOR  DISCHARGE 


■^ese  ir* terra  ir«  'ar  scrMnIng  jatlent  hps 
•"op  suoseoutnt  inysician  -^view  only  ma 
:o  ■'ot  canjfituH  stanaspas  ji"  :ip». 


THROMBOCYTOPENIA  H-ICDA  ICDA-8  ICD-9-CM  . 
  :   ■              ...     287.1         287.1  287.1-287.5 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1 .  Hemorrhage 

2.  Scheduled  for  operation  '  • 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Persistence  of  hemorrhage 

b.  Complications  of  initial  hemorrhage 

II.  VALIDATION  OF: 

A,  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1 .  Hemorrhage 

2.  Persistent  thrombocytopenia  not  responsive  to 
medical  treatment 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Low  platelet  count 

2.  Operative  report 

in.    QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Bone  marrow  aspiration  or 

biopsy  Review  if  Absent 

B.  History  obtained  of  drug  and 

toxin  exposure  Review  if  Absent 

C.  Nuclear  imaging  for  accessory 

splenic  tissue  prior  to  surgery         Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ' 

V.  INDICATIONS  FOR  DISCHARGE 


THROMBOPHLEBITIS  OF  LOWER  H^ICDA  ICDA-8  ICD-9-CM 
EXTREMITY  45T:o~  45T  

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Suspicion  or  diagnosis  of  deep  vein  phlebitis 

2.  Embolization 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or 
general ) 

a.  Embolization 

b.  Massive  lower  extremity  edema 

c.  Ischemia  of  lower  extremity 

d.  Operation  ,  , 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Edema,  tenderness,  cyanosis  or  pallor,  pain  of 
lower  extremity 

2.  Dyspnea  or  pleuritis,  chest  pain  or  hemoptysis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Phlebographic,  plethysmographic,  radioisotope  or 
ultrasound  confirmation  of  thrombosis 

2.  Operative  report  of  thrombotic  disease 

3.  Pathology  report  of  excised  tissue  (e.g.,  thrombus) 

4.  Evidence  of  pulmonary  embolism  (e.g.,  pulmonary 
angiography  or  perfusion,  lung  scan) 

QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of  the  chest 
and/or  perfusion  lung  scan  for 

embolization  if  available  Review  if  Absent 

Continued) 


"^ese  :r-tar-a  ir«  •ar  ;cr««mnq  ;af;ent 
•cr  suoseouent  :nysic:3n  -•visw  jnly  ana 


THROMBOPHLEBITIS  OF  LOWER  EXTREMITY  -  CContinued) 


B 


Arterial  blood  gas  monitoring 
and  pulmonary  scar  with 
suspected  pulmonary  embolus 


Review  if  Absent 


C. 


Electrocardiogram 


Review  if  Absent 


D.  Anticoagulation  therapy  with 

laboratory  control  Review  if  Abs( 

E.  Elevation  or  elastic  support  of 

lower  extremity  Review  if  Abs( 

F.  Diagnosis  proven  by  phlebography 

or  non-invasive  techniques  Review  if  Absi 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Institution  of  long  term  follow-up 
V.       INDICATIONS  FOR  DISCHARGE 


THROMBOSIS  OF  EMBOLISM  OF  H-ICDA     ICDA-8  ICD-9^CM 

ABDOMINAL  AORTA  AND/OR  444.0       444.0  444.0 

ARTERIES  OF  LOWER  EXTREMITIES  444.4       444.4  444.22 

ACUTE 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Acute  ischemia  of  one  or  both  lower  extremities 

2.  Scheduled  for  arteriography  (See  procedural 
indications) 

3.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

.  a.     Persistent  peripheral  edema 

b.     Arterial  embolus  or  thrombotic  graph 
occlusion,  post-operative  hemorrhage 

II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Acute  onset  of  lower  extremity  pain  or  discoloration 
or  numbness  and  tingling  or  motor  or  sensory  dys- 
function 

2.  Absence  of  reduction  in  intensity  of  femoral, 
popliteal  or  pedal  pulses 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report  of  excised  tissue  (e.g.,  embolus, 
thrombus,  atheroma) 

2.  Operative  report  of  occlusive  disease 

3.  Arteriographic  findings  of  occlusive  disease 

4.  Absence  or  reduction  in  intensity  of  femoral  or 
popliteal,  or  pedal  pulses 

5.  Non-invasive  evidence  of  occlusive  disease  (e.g., 
Doppler,  ultrasound,  CAT  scan) 

Continued 


"r  suosacuent  ;nysic:an  -fiw  only  ind 
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THROMBOSIS  OF  EMBOLISM  OF  ABDOMINAL  AORTA  AND/OR 
ARTERIES  OF  LOWER  EXTREMITIES  ACUTE  -  (Continued) 

III-    QUALITY  .REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


IV. 
V. 


Review  if  Absent 

Review  if  Absent 
Review  if  Absent 


A.  Lab  tests:    Blood  and  chemical 
prof i 1 e 

B.  Radiologic  examination  of 
the  chest 

C.  Electrocardiogram 

D.  Operative  angiography  if 

surgery  indicated  Review  if  Absent 

DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!     "  

INDICATIONS  FOR  DISCHARGE 


*^ese  :r-tsr-a  ir-  ■•:r  :cr»"mr<i  ;at:(nt  -.in 
■'or  sucsMuent  ;ny5ic-an  "•view  in\/  jna  '  434. 


THYROID  MALIGNANCY  H-ICDA     ICDA-8  ICD-9-CM 

^  T95         T93  193,  198.89,  234.8 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Solitary  mass  in  the  thyroid  or  adjacent  area 
in  a  child 

2.  Solitary  mass  or  cold  nodule  in  adult  not  responsive 
to  suppressive  therapy 

3.  Thyroid  mass  in  patient  with  previous  radiation  of 
head  and  heck 

4.  Recurrent  or  metastatic  thyroid  malignancy 

5.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Diagnosis  or  therapy  of  metastatic  disease 

b.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  appropriate 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Positive  pathology  report  for  thyroid  malignancy 

2.  Radioisotopic  evidence  of  metastatic  disease  and 
past  history  of  thyroid  cancer 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.     Radiologic  examination  of 

the  chest  Review  if  Absent 

Continued 
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THYROID  MALIGNANCY  -  (Continued) 


B. 


Thyroidectomy  and  thyroid 
suppression  therapy  or  thyroid- 
ectomy and  radioactive  iodine 
in  ablating  doses 


Review  if  Absent 


C. 


Radioisotope  scan 


Review  if  Absent 


D. 


Preoperative  indirect 
laryngoscopy 


Review  if  Absent 


E.     Consultation,  staging  and 

decision  for  subsequent  manage- 
ment with  treatment  specialists 
(surgeon,  therapeutic  radiologist, 
medical  oncologist)  in  the  presence 
of  presumed  or  established  primary 
or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST 

A.  Later  tests  of  thyroid  function  at  an  appropriate  date 

B,  Arrangements  for  adjuvant  or  additional  therapy  completed 

V.  INDICATIONS  FOR  DISCHARGE 


These  :r*ter^a  ire  'or  screening  jatient  :ire 
■'or  suosMuent  ^nysician  -evie*  only  jna 
30  lot  :3n3tifJt»  jtjnaarcs  if  cirs. 


TONSIL  OR  ADENOID  DISEASE        H-ICDA  ICDA^S  ICD-9-CM 

IN  CHILDREN  OR  ADOLESCE"nTS       28.1  ,  28.2     21.1-21.3     146.0,  147.1 

  28.5,  500       500,  501       463,  474,  475 

501,  502.0  502.0 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  History  of  peritonsillar  abscess  (quinsy) 

2.  Three  or  more  episodes  of  tonsillitis  with  anterior 
cervical  adenitis  during  preceding  year 

3.  Enlargement  of  adenoids  sufficient  to  produce  mouth 
breathing 

4.  Audiogram  documented  hearing  loss  of  four  or  more 
episodes  of  otitis  media  during  preceding  year 
(adenoidectomy  only) 

5.  Pulmonary  hypertension  secondary  to  upper  airway 
•  obstruction  by  enlarged  tonsils  and  adenoids 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (diagnosis  specific  or  general) 
a.     Need  for  parenteral  therapy 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Cardiac  catheterization  showing  no  abnormality 
except  PA  pressure  (mean)  >25  mm  Hg 

2.  Evidence  of  cor  pulmonale  by  clinical  indicators: 
cardiomegaly,  loud  P2,  right  ventricular  hypertrophy  on 
electrocardiogram,  pC02  more  than  45  mm  Hg 

3.  Abnormal  audiogram  or  tympanometry 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report 

2.  Operative  report 

Continued) 


These  cr'tar-ia  in  'tjr  scr-eninq  :atient  :irs 
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TONSIL  OR  ADENOID  DISEASE 

IN  CHILDREN  OR  ADOLESCENTS  -  (Continued) 


III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  Record  of  person  and/or  family 
history  of  abnormal  bleeding 
tendency 

B.  Treatment  with  aspirin 

C.  Tonsillectomy  in  child  under 
3  years  of  age 

D.  Tonsillectomy  and  adenoidectomy 
in  patient  with  cleft  palate 

E.  Irradiation  of  tonsils  or 
adenoids 


Review  if  Absent 
Review  if  Present 

Review  if  Present 

Review  if  Present 


'  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONSy  "  

V.  INDICATION  FOR  DISCHARGE 


"^ese  ir'ter^i  ir%  -zt  scr«»nnq  ;a::»n':  :3r«  438. 


TRACHEA,  BRONCHI 
AND  LARYNX, 
DISEASES 


H-ICDA 
161,  152 
212.1-212.3 
231.1-231.3 
464 

489-491 
491 .196 


506 

508.0-508.3 
513,  748.2 
748.3,  807.4 
807.5,  933 
934 


ICDA-8 
161  ,  162 
212.1-212.3 
231.1-231.3 

464 

489-491 
506 


508-508.3 
513,  518 
519.2,  748.2 
807.5,  933 
934 


ICD-9-CM 

161,  162,  197.3     231.9,  464,  466 
212.1-212.3  478.3-478.7 
231.0-231,2  519.1,  748.2,  748.3 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  diagnostic  or  therapeutic  procedures 
C.e.g,,  bronchogram,  bronchoscopy,  bronchial 
brushing,  laryngogram,  laryngoscopy)  (See 
procedural  indications) 

2.  Inadequate  response  to  ambulatory  therapy 

3.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Aspiration  pneumonia 

b.  Cardiopulmonary  deficiency  requiring  assistance 

c.  Bronchial  perforation  or  pneumothorax 

d.  Upper  airway  obstruction 

e.  Operation 

II.  VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
Trachea  and  bronchi : 

1.     Suspicion  of  obstructive  or  infectious  or  neoplastic 
broncho-pulmonary  disease 

Continued 
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TRACHEA,  BRONCHI  AND  LARYNX,  DISEASES  r  (Continued) 

2,  Chronic  obstructive  pulmonary  disease  . 

3,  Radiologic  or  endoscopic  evidence  of  tracheal  or 
bronchial  obstruction  or  foreign  body 

Larynx : 

4,  Airway  obstruction,  dysphagia  and/or  odynophagia 

5,  Persistent  hoarseness 

6,  Airway  obstruction  -  malignancy,  foreign  body 
B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1,  Radiologic  evidence  of  pulmonary  disease 

2.  Pathology  report 

3,  Operative  report 

4.  Pulmonary  function  studies  (abnormal) 

HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of  the 

chest  Review  if  Absent 

B.  Consultation,  staging  and  decision 
for  subsequent  management  with 
treatment  specialists  (surgeon, 
therapeutic  radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ~ 

V,  INDICATIONS  FOR  DISCHARGE 

A.     No  respiratory  distress  or  croup 


TTiese  cr-!teria  in  'sr  serswiinq  ajfient  car* 
■or  suosMuent  inyjic^an  -"view  :nly  ina 
30  -^ot  consfifjci  stanoarus  3f  :ar«. 


TRACHEAL  OR  BRONCHIAL  FOREIGN  BODY,  H-ICDA     ICDA-8  ICD-9-CM 

PEDIATRIC  AGE  GROUP  934  934  934 

I,       UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  tracheal  or  bronchial 
foreign  body 

2.  Scheduled  for  endoscopy  (See  procedural  indications) 

3.  Scheduled  for  operation  (See  surgical  indications) 
R.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2,  Extension  information  (Diagnosis  specific  or  general) 


a. 

Upper  airway  obstruction 

b. 

Mechanical  ventilation 

c. 

Tracheostomy 

d. 

Thoracotomy 

e. 

Mid  airway  obstruction 

f. 

Failure  to  remove  foreign  body 

g- 

Atelectasis 

ir.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B,  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  evidence  of  tracheal  or  bronchial 
foreign  body 

2.  Endoscopic  confirmation  of  foreign  body 

3.  Operative  report 

Continued 


This*  -rlteriJ  ir«  'ar  3crs«fl1nq  satisnt  car* 
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TRACHEAL  OR  BRONCHIAL  FOREIGN  BODY, 
PEDIATRIC  AGE  GROUP  ^  (Continued). 

III.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A,  Radiologic  examination  of 

the  chest  Review  if  Absent 

B.  Endoscopic  removal  of  foreign 
body  if  not  expelled 

spontaneously  Review  if  Absent 

iv.  discharge  planning  (including  level  of  care  and  patient 
instructions! 

v,  indications  for  discharge 

r 

A.     No  respiratory  distress  or  croup 


"cr  suDseouent  ^nvsictan  -•view  :n  i  /  md 


TRACHEOBRONCHITIS,  ACUTE  H^ICDA  ICDA-8  ICD-9-CM 

(Bacterial ,  myobacterial ,  viral,  464,  489  464,466  464,466 

fungal,  chemical,  physical,  or  490  490 
traumatic,  allergic) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1,     Respiratory  distress  including  such  symptoms  as 
dyspnea,  wheezing  or  stridor 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Persistence  of  airway  obstruction  (dyspnea  with 
wheezing  or  stridor) 

b.  Severe  laryngitis 

c.  Persistent  fever,  chills,  severe  cough 

d.  Pulmonary  complications  (e.g.,  pneumonia, 
pleurisy,  hemoptysis,  retained  secretions) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Labored  breathing  or  rapid  respiratory  rate  or 
respiratory  failure  (significant  hypoxia  or 
hypercapnea) 

2.  Audible  wheezing  or  stridor 

3.  Uncontrolled  cough,  hemorrhage,  pain,  chills  or  fever 

4.  Evidence  of  debility,  dehydration,  prostration 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documentation  of  history  of  acute  onset  of  cough, 
with  or  without  sputum 

2.  Presence  of  cough  and/or  dyspnea  with  wheezing 
or  stridor 

Continued 
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TRACHEOBRONCHITIS,  ACUTE  -  (Continued) 

in.    QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 


Radiologic  examination  of  the 
chest  during  this  acute  illness 


Review  if  Absent 


B.     Obtain  cultures  of  tracheo- 
bronchial secretions 


Review  if  Absent 


IV.  DISCHARGE  PLANNING  CiNCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS" 

V.  INDICATIONS  FOR  DISCHARGE 

A.  Absence  of  dyspnea 

B.  Decreasing  fever 

C.  Breathing  room  air 


Tiles*  critana  in  "'sr  scrwnnq  oat-jgnt  cars 
•or  suosMuent  jnysicTan  "•view  :nly  jna 
30  lot  constit'jca  stanaans  or'  :ir«. 


444. 


TRIGEMINAL  NEURALGIA  AND  H-ICDA       ICDA-8  ICD-9-CM 

ATYPICAL  FACIAL  PAIN  351  351  350.1,  350.2 

(Tic  Douloureux) 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1 .  Intractable  pain 

2.  Inability  to  eat,  inanition 

3.  Exhaustion 

4.  Suicidal  risk 

5.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1.     LOS  —  [Local  option  -  LOS  Checkpoint) 

2..    Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Neurological  findings  and  clinical  correlation 

2.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 
central  nervous  system,  base 
of  skull,  temporomandibular 

joint  Review  if  Absent 

B.  Neurologic  examination  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  ' 

V.  INDICATIONS  FOR  DISCHARGE 


Th«s«  zr^ter^i  i«        scrwinq  oatient  cjr- 


TUMORS,  CENTRAL 
NERVOUS  SYSTEM 


H^ICDA 

w 


ICDA^S 
191 


ICD^9>CM 
191,  192,  198.3 
198.4,  225,  237.5 
237.6,  239.6,  239.7 


(Including  brain 
and  spinal  cord) 


191 .0-191 .8 
192.0-192.3 

225.0-  225.4 

238.1-  238.6 


192.0-192.3 

225.0-  225.4 

238.1-  238.5 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  or  suspicion  of  central  nervous  system 
tumor  (brain  or  spinal  cord) 

2.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Radiologic  evidence  of  central  nervous  system 


III.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Radiologic  examination  of 


B.     Consultation,  staging  and  decision 
for  subsequent  management  with 
treatment  specialists  (surgeon, 
therapeutic  radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 

or  metastatic  disease  Review  if  Absent 


abnormality 


3. 


Operative  report 


central  nervous  system 


Review  if  Absent 


Continued 


These  :rrt!r^a  ir«  'ir  5cr»eninq  zifitnz  cars 
■3r  suDse<:ueni:  :!iy5ic:an  -•vi«*  jnly  ina 
:o  -0'  canst: rj«  sunaaras  :r  an. 


446. 


TUMORS,  CENTRAL  NERVOUS  SYSTEM  -  (Continued) 

rv.    discharge  planning  (including  level  of  care  and  patient 
instructions! 

A.     Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.       indications  for  DISCHARGE 


•cr  suosMuent  cny!ic-:jn  -•view  ?nl/  ina 
:o  -at  ;3Mf:rj;i  stsnaans  if  :ir!. 


TUMORS,  PERIPHERAL  NERVOUS 
SYSTEM 


H-ICDA 
192.4 
225.5 
238.7 


I CPA -8 

192.4,  225.5 
238.6 


ICD-9-CM 
171,  215 
239.2 


I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Diagnosis  of  suspicion  of  peripheral  nervous 
system  tumor 

2.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Neurological  findings  and  clinical  correlation 

3.  Operative  report 

HI.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Pathology  report  Review  if  Absent 

B.  Radiologic  examination  of 

nervous  system  Review  if  Absent 

C.  Consultation,  staging  and  decision 


for  subsequent  management  with 
treatment  specialists  (surgeon, 
therapeutic  radiologist,  medical 
oncologist)  in  the  presence  of 
presumed  or  established  primary 


or  metastatic  disease 


Review  if  Absent 


Continued 


ThM*  :r-itena  jr»  ?ar  scrwinq  jatitnt  cin 
for  suose<iu«ni:  ^nysician  '•view  only  ind 
JO  lot  tansfifjti  stanaams  3f  :irs. 


TUMORS,  PERIPHERAL  NERVOUS  SYSTEM  -  (Continued) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATI 
INSTRUCTIONS'  '  

V.  INDICATIONS  FOR  DISCHARGE 


These  ;r'ter"ia  irt  'or  scrsefimq  lafient  cars 
ror  suoseauent  ^nysician  --view  jnly  md 
30  -ot  canjtTfjte  s;anaan:s  zf  cire. 


UPPER  RESPIRATORY  INFECTION  H-ICDA        ICDA-8  ICD'9>CM 

IN  CHILDREN  AND  ADOLESCWS  450,  465     460,  465       460,  465 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Temperature  greater  than  103  deg  F  or  39.4  deg  C 
for  more  than  48  hours 

2.  Dehydration 

3.  Vomiting  sufficient  to  interfere  with  medications 
or  nutrition 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
.     a.  Pneumonia 

b.     Otitis  media 
ri.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1.     Clinical  estimate  of  weight  loss  greater  than 
S%  body  weight 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

HI.    QUALITY  REVIEW  --  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  WBC  and  differential  Review  if  Absent 

B.  Nasopharyngeal  culture  Review  if  Absent 

C.  Xray  of  chest  Review  if  Absent 

D.  Antimocrobial  therapy  in  absence 
of  a  positive  culture  (B  hemolylic 
streptococcus  or  Hemophilus 

influenzae)  Review  if  Present 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS) 

V.  INDICATIONS  FOR  DISCHARGE 


'or  suDSMuent  :nysic-ian  -sv-isw  only  and 
30  'oz  cansfitutt  sansanjs  of  -irt- 


URINARY  INCONTINENCE,  STRESS.  H-ICDA  ICDA-8  ICD-9-CM 
^''EMALE)  783.3        78672"  62576  

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Recurrent  involuntary  loss  of  urine  associated  with 
activities  producing  sudden  increase  in  abdominal 
pressure 

2.  Scheduled  for  operation  (because  of  I. A.)  (See 
surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Postoperative  or  post-therapeutic  complications, 
urinary  tract  infection  or  injury 

b.  Complicating  conditions  present  on  admission 
[possible  ureteral  obstruction) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  History  of  uncontrollable  loss  of  urine  secondary 
to  sudden  increase  in  abdominal  pressure 

2.  Documentation  of  physical  abnormality  by  type 
and  degree 

3.  Operative  report 

III-    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Marshal 1-Marchetti-Krantz  test  Review  if  Absent 

B.  Vaginal  or  abdominal  urethropexy        Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS!  

V.  INDICATIONS  FOR  DISCHARGE 


These  cr'tena  are  -op  scresninq  ;af;ent  care 
-or  suoseauent  inys-ic^an  -ivieyi  only  ina 
io  "oz  canstit'jtt  stanaaras  or  :are. 


URINARY  TRACT  INFECTION, 
ADULT 


H-ICDA 
590,  595 
599,  501 
604,  608 
608.4 


ICDA-8 

590.0-590,9 

593.2 

595.0-595.9 
599.0 

601 .0-601 .9 
604 


ICD-9-CM 
590,  595,  501 
503.1,  604 


I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Diagnosis  or  suspicion  of  abscess,  toxic  state, 
manifested  by  fever,  pain,  electrolyte  imbalance 

3.  Documentation  of  unsuccessful  ambulatory  therapy 

4.  Scheduled  for  cystoscopy  (See  procedural  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.     VALIDATION  OF: 

A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documentation  of  toxic  manifestations 

2.  Need  for  surgical  treatment  which  cannot  be  done  on 


B.     FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Bacteria  reported  in  microbiologic  exam  of  urine 
and/or  exudate 

2.  Pyuri a/pathogens  in  microbiologic  examination/ 
urinalysis 

3.  Operative  report 

HI.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 
A.     Urinalysis  Review  if  Absent 


a. 


Operation  other  than  cystoscopy 


ambulatory  basis 


Continued 


452. 


URINARY  TRACT  INFECTION,  ADULT  -  (Continued) 


B. 


Urine  culture,  sensitivity  and 
smear 


Review  if  Absent 


C. 


Use  of  antibacterial  drugs 


Review  if  Absent 


D.     Radiologic  exam  of  urinary  tract        Review  if  Absent 

rV.      DISCHARGE  PLANNING  CINCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST     — 

A.    Plan  to  include  follow-up  urine  and  culture 
V.       INDICATIONS  FOR  DISCHARGE 


">iese  rr'tar'a  irs  'zr  5cr««mnq  :at":ent  :3r« 
■or  suo5e<3u«nt  ^nysic^an  -"view  only  infl 
:o  -^0^  :ans":;'j:a  3C3naar~is  of  im. 


453. 


URINARY  TRACT  INFECTION 
IN  CHILDREN  AND 
ADOLESCENTS 


H^ICDA 
590.0,  590.1 
590.9,  595 
599.5 


ICDA-8 

590.0,  590.1 
590.9,  595 
599.0 


ICD-9-CM 
590,  595, 
599 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Clinical  or  lab  evidence  with  one  of  the  following: 

a.  Scheduled  for  cystoscopy  with  documented 
evidence  of  chronic  or  recurrent  urinary  tract 
infections  (See  procedural  indications) 

b.  Vomiting  of  sufficient  severity  to  preclude 
oral  therapy  or  produce  dehydration 

c.  Toxic  appearance  or  chills 

d.  Persistence  of  fever  more  than  three  days 
after  onset  of  therapy 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Urologic  surgery  and/or  special  diagnostic 
and/or  therapeutic  procedures 

b.  Need  for  parenteral  therapy 

c.  Perinephric  or  renal  abscess 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     Documented  evidence  of  I. A. 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Documented  evidence  of  I. A.,  a,  b,  c  -  See  urinary 
tract  infection,  adult 

2.  Operative  report 


II. 


VALIDATION  OF: 


Continued 


URINARY  TRACT  INFECTION  IN 

CHILDREN  AND  ADOLESCENTS  -  (Continued) 

III-    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Blood  pressure  (any  age) 

B.  Urine  culture  and  sensitivity 
with  colony  count  (suprapubic, 

.  catheter  or  clean  catch  mid- 
stream collection) 

C.  IVP  or  voiding  cystogram  prior 
to  cystoscopy 

D.  BUN  or  serum  creatinine  , 

E.  Antimocrobial  or  chemotherapeutic 
agent 

F.  Treatment  with  chloramphenicol 

G.  Treatment  with  tetracycline  in 
child  under  8  years  of  age 

IV.     DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF 


INSTRUCTIONS) 


Review  if  Absent 

Review  if  Absent 

Review  if  Absent 
Review  if  Absent 

Review  if  Absent 
Review  if  Present 

Review  if  Present 
CARE  AND  PATIENT 


Plan  for  follow-up  including  IVP  and  cystogram  unless 
previously  done 


INDICATIONS  FOR  DISCHARGE 


r  suosMuent  :nysic'3n  -•view  :nl/ 
:o  "ot  cans:: --jta  s;ancarjs  :r  :a 


■■•jr  suosMuent  :nysic'3n  -•view  :nl/  sna  ;•  455, 


URINARY  TRACT,  LOWER 
MALIGNANCY 


H-ICDA 
185,  188 
189.3,  783.2 
Y10.5 


ICDA-8 
185,  188 
189.9,  786.1 
Y03.3 


ICD-9-CM 
185,  188 
189,  233.4 
233.7 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Scheduled  for  cystoscopy/biopsy  with  anesthesia 
required  (See  procedural  indications) 

3.  For  known  metastasis,  treatment  that  cannot  be 
initiated  on  ambulatory  basis 

4.  Urinary  retention 

5.  Gross  hematuria 

6.  Pain  and/or  infection  that  cannot  be  managed  on 
ambulatory  basis 

m 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Discovery  of  metastases  or  locally  advanced 
di  sease 

b.  Complications  of  therapy 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Cancer  identified  in  cystoscopic  or  pathology  report 

2.  Indurated  prostate 

3.  Known  previous  neoplasm 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1,  Pathology  report  (biopsy  or  surgical  specimen)  * 

2.  Radiologic  and/or  radioisotopic  evidence  of 


II.     VALIDATION  OF: 


metastasis 


Continued) 


URINARY  TRACT,  LOWER,  MALIGNANCY  -  (Continued) 

3.  Positive  cytologic  exam  of  urine 

4.  Operative  report 

QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A,  Pre-treatment  consultation, 
staging  and  treatment  planning 
with  treatment  specialists 
(urologist,  therapeutic  radiolo- 
gist) in  the  presence  of  presumed 
or  established  primary  or  meta- 
static disease  Review  if  Absent 

B.  Metastatic  survey  or  documentation 

of  recent  survey  Review  if  Absent 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions!   ^ —  

A.     Arrangements  for  adjuvant  or  additional  therapy  completed 

V.     indications  for  dischargf 


These  jritana  )r»  'ar  scr?eninq  iatient  cars 
-or  suosefluent  cnysiCMn  -•view  only  ina 
30  lot  cans'TfJtt  stanaaris  oi"  zin. 


URINARY  TRACT  OBSTRUCTION.        H-ICDA  ICDA^S  ^^D-9-CM 

LOWER    BENIGN                           596.2  596.2,  598  594,  598 

LUWbK.                                      598.0-598.9  600,  753.6  599.6,  600 

600,  753.6  786.1  753.6 

783.2 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  surgery  requiring  anesthesia  (See 
surgical  indications] 

2.  Voiding  difficulty  (progressive  and/or  retention) 

3.  Azotemia,  hematuria,  or  urinary  infection 

4.  Scheduled  for  cystoscopy  that  cannot  be  performed 
in  ambulatory  setting  (See  procedural  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.      VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Documentation  of  obstruction  by  radiologic  or 
instrumental  means 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Operative  report 

2.  Pathology  report 

3.  Radiologic  evidence  of  obstruction 

ni.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Intravenous  pyleogram  Review  if  Absent 

B.  Cystoscopy  or  cystourethrogram  Review  if  Absent 


Continued 


URINARY  TRACT  OBSTRUCTION,  LOWER,  BENIGN  -  (Continued) 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
instructions!      rnutiNi 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Urinating  freely  or  tolerating  indwelling  catheter 
(satisfactory  voiding) 


■^ese  :r'tsr'a  in  "'cr  scr««mnq  ;afient  an 
-or  s  joseauent  ;ny5ic:an  -•visw  :niy  ma 


URINARY  TRACT  .    H^ICDA  1^-8  ;CD-9-CM 

OBSTRUCTION.  UPPER  196,2,591  ;96.2    591  591,  592 

 ' —  "       593.6-593.8  593.3-593.5  593,  753.2 

■    ^      ■     716.6,  753.2  753.2 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  [See  surgical  indications) 

2.  Scheduled  for  diagnostic  or  therapeutic  procedure 

3.  Toxic  state  manifested  by  fever,  pain  and 
electrolyte  imbalance 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
•    a.  Operation 

II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Documentation  of  fever  and/or  elevated  BUN 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Radiologic  and/or  radioisotopic  evidence  of 
functionless  kidney  or  obstruction  of  ureter 

2.  Operative  report 

3.  Pathology  report 

in.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Intravenous  pyleogram  Review  if  Absent 

B.  Urine  culture  and  sensitivity  Review  if  Absent 

C.  Cystoscopy  in  children  (under 
18  years)  without  prior  intra- 
venous pyelogram  and  voiding 

cystourethrogram  Review  if  Present 

Continued 


ThM.  jr-«r>»  irs  for  iCTWinq  jav.ent  ir« 
'or  suoJtfluwt  jnyiic-ian  -?vm.  only  in<J 
ao  -ot  csnst-ituM  stanaaras  if  art. 


URINARY  TRACT  OBSTRUCTION.  UPPER  -  (Continued) 

IV.      DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions!   '  

v.     indications  for  discharge 

A.     Stabilized  or  improved  renal  function 


•"or  suosMU«nT  jnyjiclan  -"vieo  only  jna 
30  'oz  canstlfjM  stanatrss  sf  are. 


461 


URINARY  TRACT.  UPPER, 
TUMORS 


H-ICDA 
189.0-189.2 


593.4 
753.1- 


ICDA^S 
189.0-189.2 


593.2 
753.1 


ICD-9-CM 

189.0-189.2 

753.1 


I. 


UTILIZATION  REVIEW 


A. 


B. 


NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  cystoscopy  and/or  diagnostic 
procedures  (See  procedural  indications) 

2.  Scheduled  for  operation  (See  surgical  indications) 

3.  Initiation  of  therapy  of  malignant  or  metastatic 
disease  that  cannot  be  managed  on  ambulatory  basis 

4.  Known  or  suspected  tumor  (mass  in  flank,  gross 
hematuria,  positive  cytology) 

INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 


SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Description  of  mass  or  filling  defect  in  radiologic 
interpretation 

2.  Mass  described  in  physical  exam 

3.  Known  previous  neoplasm 
FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

3.  Radiologic/radioisotopic/ultrasonic  evidence  of 
neoplasm  or  cyst 


II. 


VALIDATION  OF: 


Continued 


URINARY  TRACT,  UPPER,  TUMORS  -  (Continued)  ■  • 

in.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A. 


Cystoscopy  if  gross  hematuria 


Review  if  Absent 


B.     Radiologic  ejomination  of  chest 
and  urinary  tract  or  documentation 
of  pre-admission  exam 


Review  if  Absent 


C.     Treatment  consultation,  staging 
and  treatment  planning  with  treat-!- 
ment  specialists  (urologist, 
therapeutic  radiologist)  in  the 
presence  of  presumed  or  established 
primary  or  metastatic  disease  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS)  '   

A.     Arrangements  for  adjuvant  or  additional  therapy 
completed 

V.  INDICATIONS  FOR  DISCHARGE 


^ese  :r''tsr'a  irt  'sr  ;crs*nTnq  jatignt  cars 
-'ar  suDseauent  ^nyjician  -•view  :nly  ind 
:o  ■'oc  :cnjf:rjt»  sanaans  or  an. 


463. 


UROLITHIASIS  H-ICDA  ICDA-8  ICD-9-CM 

(See  urinary  tract  592.0,592.1        592.594  592,594 

infection,  upper)  594.0,  594.9  786.0 

783.0 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  cystoscopy  (See  procedural  indications) 

2.  Scheduled  for  operation  (See  surgical  indications) 

3.  Toxic  state  manifested  by  fever,  and/or  electrolyte 
imbalance  not  manageable  on  ambulatory  basis 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  [Diagnosis  specific  or  general) 
•    a.  Operation 

II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.     Documentation  of  unsuccessful  ambulatory  management 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Operative  report 

2.  Pathology  report 

3.  Radiologic  evidence  of  calculus 

HI.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documentation  of  intravenous 

pyelogram,  present  or  previous  Review  if  Absent 

B.  Culture  and  sensitivity  Review  if  Absent 

C.  Pre-operative  demonstration  of  ,  .,  ^ 
calculus                                         Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructionTT 

V.  TNnTr.ATTQNS  FOR  DISCHARGE 


These  ■—• 'ter^a  ar«  'or  scrwinq  lafient  cars 
^or  suDsaauent  :nysic-!an  -?view  only  ina 
ao  "Ot  canst-rfjie  stjnoans  or  care. 


UTERINE  BLEEDING.  DYSFUNCTIONAL  H^ICDA        ICDA-8  ICD-9-CM 

626.6  625.5  62678  

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Suspicion  of  organic  disease  causing  abnormal 
uterine  bleeding  requiring  diagnostic  or  therapeutic 
measures  not  available  on  ambulatory  therapy 

2.  Postrmenopausal  patient  with  any  uterine  bleeding 

3.  Scheduled  for  operation  (See  surgical  indications) 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 
a.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Documented  history  of  abnormal  uterine  bleeding 

2.  Failure  of  endocrine  and  systemic  therapy  to  control 
abnormal  uterine  bleeding  in  ambulatory  setting 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Pathology  report 

2.  Operative  report 

ni.    QUALITY  REVIEW  ^-  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documented  evidence  of 
cervicovaginal  cytologic 
report  within  twelve  months 

prior  to  admission  Review  if  Absent 

B,  Dilatation  and  fractional 

curettage  of  uterus  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS]"   — 

V.  INDICATIONS  FOR  DISCHARGE 


These  ^riteni  in  -'ar  screwing  :at':ent  care  4 
"or  suoseauent  jnyjician  tvTtnt  :nly  ina 
30  "oz  cansfit'jte  stanoams  :f  :ar«. 


UTERUS,  LEIOMYOMA 
(FibrotTiyomata  uteri ) 


H-ICDA 
218 


ICDA-8 
218 


ICD-9-CM 
218 


I.       UTILIZATION  REVIEW 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Presence  of  pelvic  tumor,  possibly  uterine  in 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  -r.  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 


II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
1.     See  LA.  -  1  and  2 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Operative  report 

2.  Pathology  report  of  leiomyoma 

3.  If  no  surgical  specimen,  operative  description  of 


pelvic  findings  of  leiomyoma 

4.     Radiologic  evidence  (e.g.,  demonstration  of  pelvic 
mass  with  or  without  calcification  or  by  ultra- 
sonography) 


III.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 


A.  If  admitted  for  suspicion  of 
submucous  leiomyoma,  sounding 
of  uterus,  or  dilatation  and 

curettage,  or  hysterosalpingogram      Review  if  Absent 

B.  Total  hysterectomy  or 


origin 


a. 


Operation 


myomectomy 


Review  if  Absent 


Continued 


UTERUS,  LEIOMYOMA  -  (Continued) 
C. 


Documentation  of  any  one  of  the 
foil  owing : 

1.  Size:    diameter  of  uterus 

(including  leiomyoma)  of 
12  cm  or  greater 

2.  Size;    rapid  rate  of  enlarge- 
ment of  leiomyoma 

3.  Pain:    pelvic  paid  duplicated 
by  palpation  of  leiomyoma 

4.  Abnormal  bleeding  associated 
with  submucous  leiomyoma 

5.  Pelvic  tumor  possibly 
uterine  in  origin 


D.     Subtotal  hysterectomy 


Review  if  Absent 
Review  if  Present 


iv.    discharge  planning  (including  level  of  care  and  patient 
instructions!  — "  '  


V.       indications  for  DISCHARGE 


These  :r-!tar-a  ire  -3r  icreeninq  jatlgnt  cire 
•'or  suoSMuent  :nync:in  -"view  :nly  jna 


467. 


VARICOSE  VEINS,  SIMPLE,  H^ICDA        ICDA-8  ICD-9-CM 

LOWER  EXTREMITY  «4.9  454.9  454.9 

I.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Superficial  phlebitis,  acute  or  recurrent 

3.  Hemorrahge  uncontrolled  in  ambulatory  setting 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Deep  venous  thrombosis 

b.  Pulmonary  embolus 

c.  Operation 
II.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Dilated,  tortuous  varicose  veins 

2.  Localized  tenderness  or  redness  or  increased  heat 
with  palpable  thrombus 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1 .  Pathology  report 

2.  Operative  report 

HI.    QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.      Indication  of  clinical  or 

laboratory  evaluation  of  .  au  * 

patency  of  deep  venous  system  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions! 

A.     Elastic  support  for  extremities  if  needed 

V.  TNniCATIQNS  FOR  DISCHARGE 


->«.•  — lt«n«  »rt        scTwnlnfl  atritnt  care  468. 
iw^ITuin^  sny,nci.n  only  ino 


VARICOSE  VEINS  WITH  ULCERATION  H-ICDA         ICDA^S  ICD-9-CM 

DERMATITIS,  SEVERE  STASIS,  WITH         454.9  454  0  454T  

OR  WITHOUT  ULCERATION  454.1  454! 1 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Scheduled  for  operation  (See  surgical  indications) 

2.  Severe  stasis  dermatitis  or  infection 

3.  Thrombophlebitis,  ulceration,  or  severe  extensive 
edema  not  responsive  to  ambulatory  therapy 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS       (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Deep  venous  thrombosis 

b.  Pulmonary  embolus 

c.  Operation 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

1.  Dilated,  tortuous  veins  with  ulceration 

2.  Edema 

3.  Localized  tenderness,  redness,  palpable  thrombus, 
or  dermatitis 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

!♦     Gross  physical  appearance  -  brawny  induration  or 
brown  pigmentation  or  stasis  dermatitis  or 
ulceration 

2.  Phlebographic  demonstration  of  varicose  veins, 
thrombosis,  imcompetent  communicating  veins 

3.  Operative  report 

4.  Pathology  report 

Continued 


-or  suosefluent  jnyiician  -"view  only  jna 
30  lot  cansfitutt  stanaaras  if  car*. 


VARICOSE  VEINS  WITH  ULCERATION  DERMATITIS, 

SEVERE  STASIS,  WITH  OR  WITHOUT  ULCERATION  -  (Continued) 

III.  QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Preoperative  radiologic 

examination  of  chest  Review  if  Absent 

B.  BUN,  electrolytes,  and 

fasting  blood  sugar  Review  if  Absent 

C.  Indication  of  clinical  or 
laboratory  evaluation  of  patency 

of  deep  venous  system  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

A.     Instruction  in  elastic  support  and  elevation  of  leg 

V.  INDICATIONS  FOR  DISCHARGE 

A.     Either  improvement  in  dermatologic  status  or  detailed 
plans  for  follow-up  treatment  at  home  or  in  a  long  term 
care  facility 


VERTIGO  (Meniere's  Syndrome)  H-ICDA        ICDA-8  ICD-9-CM 
  386.0'         385,  77.04  386 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Pernicious  vertigo  sufficient  to  prevent  self'care 

2.  Scheduled  for  operation 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS  —  (Local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 

1.  Electronystagmogram  confirmation 

2.  Neurologic  findings  and  clinical  correlation 

3.  Operative  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Cerebrospinal  examination  Review  if  Absent 

B.  Radiologic  examination  of 
central  nervous  system, 

including  temporal  bone  Review  if  Absent 

C.  Neuro-otologic  evaluation  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 

instructions! 
v.     indications  for  discharge 


Thtsa  — 'ter-iJ  ire  'or  scrwinq  3at:ent  Cirt 
-or  suosMutnt  invsic^an  --visw  only  ina 
■0  ~oz  :3nsf;fJti  stsnaaras  or'  :are. 


VOLATILE  HYDROCARBON  H-ICDA  ICDA-8  ICD-9-CM 

POISONING  981-981.9        981-981  .9       982,  989.2 

989.9  989 

I.  UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.     History  or  suspicion  of  inhalation  or  aspiration  of 
volatile  hydrocarbons 

B.  INITIAL  LOS/CONTINUED  STAY 

1.  LOS  ~  (local  option  -  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

a.  Corticosteroid  therapy 

b.  O2  therapy 

c.  Convulsions 

d.  Central  nervous  system  depression 

II.  VALIDATION  OF: 

.     A.      SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 

No  entry  necessary 

B.      FINAL  DIAGNOSIS  (PRINCIPAL) 

1.      Identification  of  toxic  material  in  body  fluid 
or  tissue 

ni.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Radiologic  examination  of 

the  chest  Review  if  Absent 

B.  Order  to  monitor  respiratory 

'"3^6  Review  if  Absent 

C.  Gastric  lavage  -         Review  if  Present 

iv.    discharge  planning  (including  level  of  care  and  patient 
instructions!  — '  

V.       indications  FOR  DISCHARGE 

A.     Absence  of  respiratory  distress  (respiration  rate  less 
than  30  per  minute) 


Thesi  criteria  jr»  'or  serMning  jatient  zm 
-or  suosMucnt  snyjielin  -•view  only  md 
SO  "oz  lonsfituc*  stanoans  Jf*  ;ar«. 


472. 


VULVO-VAGINAL  ABSCESS 


(Bartholin  duct  abscess) 


H^ICDA 
662.1 


ICDA-8 
662.1 


ICD-9-CM 
616.3 


I.       UTILIZATION  REVIEVJ 

A.      NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 
1.     Scheduled  for  operation  which  cannot  be  done 


B.      INITIAL  LOS/CONTINUED  STAY 

1.  LOS  —  (Local  option  ^  LOS  Checkpoint) 

2.  Extension  information  (Diagnosis  specific  or  general) 

II.  .    VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  [WORKING)  DIAGNOSIS 

1.     Documentation  of  painful  vulvar  and/or  vaginal  mass 

B.  FINAL  DIAGNOSIS  (PRINCIPAL) 
1 .     Operative  report 

'  2.     Pathology  report 

III.  QUALITY  REVIEW  -  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Culture  and  sensitivity  Review  if  Absent 

B.  Incision  and  drainage,  or 
marsupialization,  or  excision 

of  abscess  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONS! 

V.  INDICATIONS  FOR  DISCHARGE 


on  ambulatory  basis 


473. 


WEIGHT  LOSS,  UNKNOWN  CAUSE  H-ICDA        ICDA-8  ICD-9-CM 

791.1  788.4  78372 

i 

r.       UTILIZATION  REVIEW 

A.  NEED  FOR  ADMISSION/PRESENTING  SYMPTOMS/WORKING  DIAGNOSIS 

1.  Severe  weight  loss  (.10%  of  usual  weight) 

2.  Weight  loss  and  associated  disease  (e.g.,  hepatic, 
pulmonary,  diabetic) 

3.  Weight  loss  and  concern  regarding  other  categories  of 
disease 

B.  INITIAL  LOS/CONTINUED  STAY 

1,  LOS^-  (local  option  -  LOS  Checkpoint) 

2.  Extension  information  (.Diagnosis  specific  or  general) 
ir.     VALIDATION  OF: 

A.  SYMPTOMS,  ENTERING  (WORKING)  DIAGNOSIS 
No  entry  necessary 

B.  FINAL  DIAGNOSIS  (.PRINCIPAL) 

1.     Documentation  on  chart  of  weight  loss 
HI.    QUALITY  REVIEW  —  CRITICAL  DIAGNOSTIC  AND  THERAPEUTIC  SERVICES 

A.  Documented  plan  of  action  for 

diagnostic  investigation  .Review  if  Absent 

B.  Daily  weights  Review  if  Absent 

C.  Radiologic  examination  of 

chest  Review  if  Absent 

IV.  DISCHARGE  PLANNING  (INCLUDING  LEVEL  OF  CARE  AND  PATIENT 
INSTRUCTIONST   

A.     Diagnosis  established  or  undiagnosed  and  ambulatory 
fol low-up 

V.  INDICATIONS  FOR  DISCHARGE 


These  cr-ter-ia  are  'or  screemnq  patient  care 
rtjr  suoseauent  onysician  -eview  only  and 
ao  not  constitute  stanusras  of  :are. 


474. 


Cc 


